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AMEBIC ABSCESS OF THE LIVER the tissue, with deterioration of the vascular 


WITH CASE REPORT* 


E. A. FICKLEN, M. D. 
NEW ORLEANS 


There is still a widespread impression that 
amebic abscess of the liver is a tropical disease, 
although the outbreak of dysentery in Chicago 
in 1935, whether it was of amebic origin or not, 
did much to dispel this fallacy. The attention 
of the public as well as that of the medical pro- 
fession was centered on an epidemic which re- 
sulted in a number of deaths and which occurred 
in a midwest city far from the tropics. Foster 
Johns, in a personal conversation, did not be- 
lieve that the epidemic was amebic in origin, 
but that some fulminating type of dysentery 
was the cause of the high mortality. Neverthe- 
less, this essential message had been conveyed, 
that amebic dysentery may be found in any lo- 
cality in the United States. 

Craig’, in a general survey of the popula- 
tion, finds 10 per cent are carriers of Endameba 
histolytica mild symptoms. 
found an incidence of 


with _ relatively 


Young and Bristow’ 
0.07 per cent of amebic abscess in the last 34,- 
994 cases admitted to the Anderson County 
Hospital. Musser? estimates that 2 per cent 
of the cases of recognized amebiasis develop 
amebic abscess of the liver, which, in his ex- 
perience, is the most frequent cause of sub- 
diaphragmatic infection. 

Since 1903 Sir Leonard Rogers® has been 
writing of liver abscess. He contended that in- 
fection of the liver could, and did, take place 
through the portal vein. The clotting of the 


small radicals in the liver led to softening of 





*Read before the Orleans Parish Medical Society 
Apri] 25, 
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wall, and liberation of the amebae into the 
actual hepatic substance. From this small be- 
ginning the inflammation spreads concentrically, 
with degeneration and pus formation in the cen- 
ter. 


Ochsner and De Bakey® found that 41.1 per 
cent of their patients in a series of 73 gave no 
history of antecedent diarrhea. In nearly half 
of 36 cases which came to autopsy, intestinal 
lesions were found only in the proximal fourth 
of the colon, the lesions being limited to the 
cecum and ascending colon. Thus, with no ir- 
ritation of the distal colon and rectum, diarrhea 
did not occur. As the right half of the colon 
is drained by the portal circulation, a lesion giv- 
ing no intestinal symptoms may first become 
apparent as liver abscess. The right lobe is 
involved in 70 per cent of cases, the left lobe 
in 20 per cent, and both lobes in 10 per cent.? 
In the case reported in this paper, both lobes 
of the liver were involved in one large abscess. 


SIGNS AND SYMPTOMS 

The signs and symptoms produced by amebic 
abscess of the liver are not always uniform. In 
general, there is pain and tenderness over the 
liver region, with fever, usually of the remit- 
tent type, and a moderate leukocytosis, the aver- 
age count being about 16,000, with a relatively 
low neutrophilic index, rarely exceeding 80 
per cent. The onset is insidious. Very often the 
patient complains more of referred pain in the 
right shoulder than of discomfort over the liver 
region. The liver is enlarged downward in 75 
per cent of cases, with tenderness on palpation 
in this region. The appearance is often typical ; 
the skin is dry, harsh and of a muddy color. 
The patient may have lost weight and have a 
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hacking cough, although cachexia is a late 
symptom. On examination, signs of consolida- 
tion may be evident at the base of the right 
lung. 
DIAGNOSTIC CRITERIA 

The diagnosis is not obvious in a large per- 
centage of cases. The history of an insidious 
onset, with or without antecedent diarrhea, 
pyrexia, pain in the right shoulder and gradual 
cachexia is suggestive. Any of the other signs 
or symptoms mentioned above strengthen the 
case for amebic abscess and are an indication 
for further examination. Roentgen ray exami- 
nation may be sufficient to make the diagnosis 
absolute. Granger? considers the following 
signs pathognomonic of subdiaphragmatic ab- 
scess due to amebic abscess of the liver: eleva- 
tion of the diaphragm, with obliteration of the 
cardiophrenic angle in the anteroposterior view, 
and obliteration of the anterior costophrenic 
angle in the lateral view. In cases of liver ab- 
scess without involvement of the subphrenic 
space, the diaphragm was found elevated, with 
costophrenic and cardiophrenic angles diminish- 
ed, but not obliterated. In still other cases of 
liver abscess without subdiaphragmatic abscess 
a small bulging or pointing upwards into the 
lower lung field was seen. When pleural and 
pulmonary reaction about the pointing was ex- 
tensive, rupture of the abscess in twenty-four 
te seventy-two hours could be predicted. 

According to Yater,!* hepatosplenography 
by means of thorotrast has proved of great 
value in the diagnosis of solitary abscess of the 
liver, with no ill effects. A stabilized colloidal 
solution of thorotrast is given intravenously in 
broken doses, and abdominal roentgenograms 
taken. The thorotrast remains demonstrable in 
the reticulo-endothelial system for a long period 
of time, five and a half years at the publication 
of this paper, with no ill effects. Should this 
method prove as innocuous as the first survey 
indicates, it will be an invaluable aid in the dif- 
ferential diagnosis of solitary and multiple liver 
abscesses, neoplasm and cysts. 

The diagnosis can be finally established by 
aspiration and withdrawal of “chocolate-sauce” 
pus from which amebae may, but more often 


may not, be isolated, 


TREATMENT 

It is repeatedly stated in the literature that 
the majority of amebic liver abscesses are 
sterile. Ochsner and De Bakey® found sterile 
pus in 89 per cent of 46 cases and in 83.9 per 
cent of 386 cases. Because of the usual steril- 
ity of the pus, the conservative treatment offers 
the better prognosis, but too often proves inef- 
fectual. For the purpose of clarification, the 
treatment of amebic abscess may be classified 
as: 

1. Conservative. 

A. Emetine therapy alone. 
B. Emetine therapy and aspiration. 

2. Radical. 

Emetine is the drug of choice in the treatment 
of abscess because, although toxic to the myo- 
cardium, it is only amebacide which is non- 
toxic to the liver. Manson-Bahr® reports a 28 
per cent cure in a series of 45 cases of amebic 
abscess of the liver by the use of emetine alone. 
In 37 per cent of the 45 cases, emetine alone 
failed to effect a cure. 

Aspiration with amebacidal therapy offers the 
lowest mortality. Ochsner is of the opinion 
that repeated aspirations, when possible, are pre- 
ferable to open drainage, as he has found a 
mortality of 47.2 per cent with open drainage, 
in a series of 4,035 collected cases, including his 
own, as opposed to a mortality of 6.9 per cent 
with closed drainage in a series of 459 collect- 
ed cases. In all cases, emetine should be given 
before aspiration is attempted. 

Every effort should be made not to contami- 
nate the sterile abscess cavity. Aspiration should 
be done in the operating room, and all prepara- 
tions for open drainage made should the pus 
prove secondarily infected on bacteriologic ex- 
amination. According to Ochsner’s technic, it 
ig possible to aspirate without transversing 
either the pleural or peritoneal cavities. He ad- 
vises the use of a trocar due to the thickness of 
pus. Unfortunately, it is the experience of 
many, including my own, that even a large tro- 
car is sometimes of insufficient caliber. 

Aspiration sometimes fails because the ab- 
scess cannot be localized. ‘This is particularly 
true in cases in which the abscess is located in 
the dome of the liver, or in the left lobe, or 
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anteriorly, in which case no protective adhesions 
are formed and there is danger of rupture of 
the abscess into the peritoneal cavity. 

In spite of the high mortality accompanying 
radical treatment, open drainage is the method 
of necessity in many cases. When, after aspi- 
ration, pyogenic organisms are found in the 
pus, or when aspiration fails because of the lo- 
cation of the abscess, or because of thickness 
of the pus, open drainage is necessary. 

If it is possible to strip the peritoneum from 
the under surface of the diaphragm, as advo- 
cated by Ochsner, and invade the abscess at the 
point of its adhesions with the diaphragm, thus 
avoiding soiling the peritoneal cavity, the 
chances of recovery are much increased. 

As a general rule, the liver is exposed either 
by a right rectus incision or by a curved in- 
cision following the costal margin. The indu- 
rated wall of the abscess cavity is easily pal- 
pated as the hand is swept over the entire sur- 
face of the liver. The incision is so planned as 
to give the most direct possible drainage to the 
surface. In some cases the transpleural ap- 
proach is the only feasible method. This should 
be done in two stages. At the first operation 
the diaphragmatic and parietal layers of the 
pleura are sutured and at the second the drain- 
age is carried on through an incision at the 
point of adhesions. Even if the abscess is 
drained the daily dose of emetine must not be 
omitted. 

CASE REPORT 

Letter from patient: “I first felt ill on May 16, 
1936. After sleeping in the afternoon I awoke and 
a vomiting spell followed shortly afterwards. Then 
vomiting ceased entirely. As illness progressed I 
suffered nausea and had abdominal pains. To move 
was painful and remaining in the same position 
for any length of time was painful. It was hard to 
say just where the pain came from, it seemed like 
everything on the inside hurt. On May 20, 1936 I 
called a physician who diagnosed my trouble as 
acute gallbladder. He prescribed for me and about 
June 1, I began to feel all right again: I gained 
strength, appetite was fair and apparently I was 
getting along all right. 

“On June 21, late in the afternoon very much 
in the same way as previously described, I had 
another vomiting spell. When the vomiting ceased 
I felt nauseated and had fever. I ate hardly any- 
thing, keeping on fruit juice and milk. My phy- 


sician was called and he believed the condition to 
be another attack of gallbladder and prescribed 
the same medicine. 

“On June 26 I had severe pains in the right 
arm and shoulder. This was the first of what the 
doctor thought was neuritis. This pain gradually 
became worse and would move from right to left 
shoulder, also in the neck and later the pains 
moved to the stomach. The pain was so intense 
I was unable to tell just where it was located. 
During this time I was running a fever, mostly in 
the afternoon, from 100° to 102°. 

“On July 8, I called Dr. B. and he advised 
x-rays immediately. I therefore went to Charity 
Hospital where everything possible was done to 
find the trouble. Roentgen rays were made of 
everything except the gallbladder, as I was too 
ill to take the dye. The x-rays showed only infec- 
tions of the gums. I was told the teeth must be 
extracted and was referred to the dental depart- 
ment. The dentist in charge stated he could find 
only three teeth to be extracted and he advised 
pulling those three but not all of them. All this 
time I was suffering agonizing pain. Occasionally 
the pain would let up but it would return even 
worse. 

“On August 17 I went to another clinic to see 
if they could locate any trace of Buerger’s disease 
in the shoulders. After examination there, I was 
told no trace of Buerger’s disease could be found 
in the shoulders. I was sent to the physiotherapy 
department for diathermy and the intense heat 
made me very ill. On August 19 I again visited 
the clinic and the same treatment was given. On 
August 23 the pain had left my shoulders and 
gone down in the stomach and I ran a high tem- 
perature. 

“On August 26 x-rays were taken of the gall- 
bladder region. These were reported as negative. 
August 29 during the night I had a very hard 
chill followed by high temperature, and a severe 
pain at the base of the spine; on August 30 an- 
other vomiting attack; August 31 another chill, 
harder than the first, with intense pains in the 
spine. I was unable to lie down as breathing was 
impossible. It was thought I had malaria as I had 
two chills in one day and I was put on 30 grains 
of quinine. The heavy doses of quinine were 
taken for three days but it seemed to aggravate the 
condition. The chills continued, sometimes every 
day, every other day and sometimes missed three 
days without any chills whatever. I had lost a lot 
of weight, going from 148 pounds to less than a 
hundred. Before the onset of the chills the pains 
in the shoulders, arms and neck would subside. 
On September 10, the day I entered the hospital, 
the pain increased in the right side. 


“I neglected to mention that I was forewarned 
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of the apprcaching chills by the terrific pains in 
the spine; sometimes the pain increased with the 
chill and would remain fcr an hour or more after 
the chill had gone.” 

The temperature on admission was 101.5° pulse 
120 and respiration 26. The white blood count was 
18,500 with 76 per cent neutrophiles, hemoglobin 
was 70 per cent, red count 4,180,000. The 
urine showed nothing abnormal. The blood chem- 
istry showed findings entirely within the normal 
limits. The Wassermann was negative. Examina- 
tion of the stool was negative for living ameba or 


cysts. 


cell 


Several years before admission he had suffered 
with intense pains in the left foot. Buerger’s dis- 
ease was diagnosed and he was treated success- 
fully during the winter months by passive vascu- 
the time of admission the left 
than the right but was causing 


lar exercise. At 
foot was colder 
no pain. 
examination showed an emaciated 
male obviously in great pain. He coughed con- 
stantly. The lungs showed a moderately severe 
bronchitis and the liver was markedly enlarged 
downward, the free border was found approximate- 
ly six inches below the costal margin. 


Physical 


On September 10 an x-ray was made with the 
following findings: Slight cardiac enlargement to 
the right and left; pleural thickening lower por- 
tion of the right lung with obliteration of the 
cardiophrenic and cardiohepatic angle; slight 
upward enlargement of the liver. 
the following operative notes 
needle was thrust 


On September 12 
were made: A large 
through the eighth interspace in the posterior 
axillary line and into the liver substance. A large 
quantity of pure venous blood appeared at once iu 
the barrel of the syringe under such pressure that 
it slowly forced out the piston. The needle was 
withdrawn and a puncture of the liver 
was made in a more downward direction; blood 
again appeared. The ninth interspace was then 
entered and blood appeared. The needle 
was at once withdrawn and a four inch incision 
was made extending from a point slightly to the 
right of the midline and parallel with the costal 
margin. The rectus was incised and the incision 
carried down approximately 5 inches. The liver 
was found to extend almost down to the level of 
the anterior superior spine. Congestion was so 
intense that it seemed it was about to burst 
through Glisson’s capsule. Manual exploration of 
the dome was negative, but a large indurated area 
was found just to the right of the falciform liga 
ment of the anterior of the right lobe. 
Straight Mayo scissors were plunged into the area 
at a depth of about two and a half inches and a 
large quantity of pus was evacuated. The space 


caliber 


partially 


again 


surface 


between the liver and the peritoneum was packed 
otf with gauze. An effort to suture the peritoneum 
to the capsule was futile as the capsule was 
exceedingly friable and the liver bled freely. The 
opening into the abscess cavity was enlarged and 
about 8 ounces of chocolate colored pus was recovy- 
ered by suction. Two rubber drains and two soft 
rubber tubes were inserted. The wound was then 
partially closed and a massive dressing applied. 

On September 15 x-ray examination showed: 
A marked enlargement of the liver with a thickened 
pleura, involving the costophrenic angle; lipiodol 
outlines a large cavity in the right and left lobe 
of the liver which is probably a large abscess cav- 
ity which is rather irregular in shape. On Septem- 
ber 23 x-rays revealed: Opaque media outlines large 
cavity in the right and left lobe of the liver, cav- 
ity much smaller than in previous x-ray examina- 
tion. On September 29, x-ray examination showed: 
Lipiodol outlines very small abscess cavity, involv- 
ing the right lobe of the liver; cavity almost en- 
tirely obliterated; marked improvement since last 
X-ray examination. 

DISCUSSION 

3efore admission to the hospital this patient 
had seen six different physicians and had been 
examined at two institutions. The x-rays taken 
of the lungs and liver were reported negative 
and doubtless the findings which were so obvi- 
ous at the time of admission to this hospital 
were absent when the other examinations were 
made. 

I do not wish to give the impression that the 
injection of lipiodol had anything to do with 
the rapid healing of the abscess; however, the 
injection of the opaque media allowed me to 
form a very accurate idea as to the size of the 
cavity and gave me a clue as to when the drain 
might safely be removed. 

The patient reported two months after his 
discharge from the hospital. His weight was 
145 pounds and he was able to carry on all of 
his business arrangements and had for the first 
time in many months attended a dance. 

CONCLUSIONS 

1. Amebic abscess of the liver occurs more 
frequently than was formerly realized, and with 
or without a history of antecedent diarrhea. 

2. The diagnosis is based on the following 


a 


findings: Enlargment of the liver with pain; 
fever and leukocytosis ; typical roentgenographic 
findings. 

3. The treatment of amebic abscess may be 





_— 


va) 
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conservative or radical. In any event, emetine 
therapy should be administered. 


4. Aspiration therapy offers a lower mor- 
tality, but is sometimes impractical because of 
location of the abscess, thickness of pus, or the 
presence of pyogenic organisms in the pus. 


5. Open drainage should not be delayed 
when aspiration has failed. 


6. A case of amebic abscess of the liver is 
presented, which presented difficulty. in diag- 
nosis and in which aspiration failed. The pa- 
tient recovered with open drainage. 


7. The injection of lipiodol into the abscess 
cavity facilitated the accurate appraisal of the 
progress of healing of the abscess. 
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MALIGNANT HYPERTENSION* 
GEORGE M. DECHERD, JR., M. Dit 
and 
JOHN R. SCHENKEN, M. D.i 
NEW ORLEANS 


As a preliminary to a study of the renal 
changes, particularly the vascular ones, that 
accompany essential hypertension, we have 
selected for presentation a group of cases 
that often may be separated by their unique 
clinical course, and identified definitely by 
their histologic picture. We will devote 
most attention to the clinical picture, and 
include only those pathologic features that 
seem to possess a definite clinical implica- 
tion. 


In 1928, Keith, Wagener and Kernohan* 
described 81 cases of hypertension which 
they called malignant hypertension. These 
cases, the first to be described in this coun- 
try, were characterized by marked hyperten- 
sion, usually adequate renal function and 
what they considered a characteristic re- 
tinitis, including particularly edema of the 
cptic disc, Patients placed in this category 
showed a rapidly fatal course, death occur- 
ring within one to fifty-one months. The most 
common symptoms were headache, vertigo, 
veakness and visual impairment. The sys- 
tolic blood pressure varied from 220 to 280 
mm. of mercury and the diastolic from 120 
to 190 mm. of mercury. There was definite 
impairment of renal function in only seven 
individuals in this group. Every one had 
papilledema. Death resulted from cerebral 
accident, cardiac failure, or uremia, They dis- 
tinguish this syndrome from benign hyper- 
tension and chronic glomerulonephritis by 
the younger age incidence, the retinal pic- 
ture, and the frequently normal renal func- 
tion. Nothing more characteristic than a 





*Read before the fifty-ninth annual meeting of 
the Louisiana State Medical Society on May 4, 
1938 at New Orleans. 

+From the Department of Medicine, and the De- 
partment of Pathology and Bacteriology, Louisiana 
State University School of Medicine and Charity 
Hospital of Louisiana, New Orleans, La. 
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“diffuse general hypertrophy of the arteri- 


oles” was found in seven cases examined 


postmortem. 


This term had been employed fourteen 
years previously by Volhard and Fahr’® to 
denote those cases of essential hyperteision 
in which renal arteriolosclerosis led to renal 
insufficiency. In one group arteriolosclerotic 
contraction of the kidneys was enough to ex- 
plain the failure of renal function. In another, 
however, this explanation was not adequate, 
and on the basis of the histologic picture they 
postulated the co-existence of renal arteriolo- 
sclerosis and acute glomerulonephritis, their 
so-called “Kombinations Form”. They soon 
found this view untenable and each adopted 
a different hypothesis. Volhard® now believes 
that the pathologic picture is the result of 
severe generalized renal 
Fahr*, who first employed the 
to de- 
scribe the kidneys in cases of malignant hy- 
pertension, felt that a toxic factor was causa- 
tive; specifically, syphilis, rheumatic fever, 


vasospasm, with 
ischemia. 


phrase “malignant nephrosclerosis” 


or lead poisoning. 


Bell’ uses the term “chronic hypertension 
with acute uremia” to distinguish a group of 
cases showing rapidly progressive uremia, 
and indicates that the clinical picture and 
accompanying vascular changes are merely 
the manifestations of an accelerated type of 
essential hypertension. On the other hand, 
MacMahon and Pratt’ believe that malignant 
hypertension is both a clinical and pathologic 
entity, and while it may occasionally be a 
terminal complication of benign hyperten- 
sion, it is a distinct and separate disease. 
Only 60 per cent of their patients died in 
uremia. term 


Fishberg* denotes by the 


“malignant phase of essential hypertension” 
those cases of essential hypertension “which 
are characterized anatomically by the pres- 
ence of necrosis and endarteritis of the renal 
arterioles and clinically by acutely progres- 
sive renal insufficiency.” As we will show, 
our studies lead us to concur in the essen- 


tials of Fishberg’s concept. 
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SELECTION OF MATERIAL 
that 


the 
malignant hypertension has been used clin- 


It is evident therefore term 
ically with widely diverse meanings. It is 
used variously to refer to all patients with 
essential hypertension dying in uremia?®, the 
enset of an acute uremia in the course of 
essential hypertension’, a rapidly fatal dis- 
ease characterized by marked hypertension 
but not necessarily terminating in uremia‘, 
marked hypertension with a characteristic 
retinal picture*, and lastly, a rapidly develop- 
ing uremia which is characterized anatomic- 
Since it 
would obviously be impossible to subscribe 
to all of these criteria in the selection of 
cases, we have been forced to use as a basis 


ally by malignant nephrosclerosis’. 


for our choice renal anatomic lesions which, 
when occurring diffusely and in combination, 
cannot be confused with other inflammatory 
or vascular renal diseases, These lesions are 
arteriolo- and glomerulonecrosis and “oblit- 
erative endarteritis.” We do not wish to min- 
imize the importance of “obliterative en- 
darteritis”, but since its presence can be dem- 
onstrated in patients who obviously, both 
from a clinical and anatomic standpoint, suf- 
fered from benign hypertension or chronic 
glomerulonephritis, we have insisted on the 
presence of arteriolonecrosis as a_ primary 
requisite of a malignant nephrosclerosis. Be- 
cause the serious renal complications of both 
hypertension and chronic glomerulonephritis 
are fundamentally vascular, it is not sur- 
prising that the clinical manifestations should 
frequently be confusing, as we will later at- 
tempt to show. Hence our choice of cases has 
been made without reference to the clinical 
syndrome, and is based purely upon an ana- 
tomic consideration, namely, malignant 
nephrosclerosis. In doing this, we hoped to 
determine whether a constant clinical pic- 
ture existed, on the basis of which a clinician 
could confidently predict the presence of 
malignant nephrosclerosis. 
MALIGNANT NEPHROSCLEROSIS 

Incidence. During the years 1935, 1936, 

1937, inclusive, we were able to find in the 


postmortem protocols of the Charity Hospi- 
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tal of Louisiana at New Orleans, 27 cases 
that showed the histologic picture of malig- 
nant nephrosclerosis. In this same period, 
there were 470 postmortem examinations in 
which there were evidences of benign nephro- 
sclerosis and hypertension. Forty-three per 
cent of postmortem examinations on adults 
over 19 years of age in this interval were 
made on white bodies and 57 per cent on 


colored. In the group of benign nephro- 
sclerosis, there were 125 white males, 55 


white females, 180 colored males, and 110 col- 
ored females, or 180 (38.3 per cent) in whites 
and 290 (61.7 per cent) in 
these 


negroes. By 
the 
portion of whites and negroes in the entire 


weighing percentages for pro- 
postmortem series, we find that for benign 
nephrosclerosis there is a colored-white ratio 
of 55:45. This seems to confirm the increased 
incidence of essential hypertension in the 
colored race that has been observed in other 
studies. 

When the cases of malignant nephrosclero- 
sis are examined, it becomes apparent that 
there is a tremendous preponderance of ne- 
groes in our series; we had one white male, 
one white female, 14 colored males, and 11 
colored females. Thus 7.5 per cent of our 
92.5 


Weighing these figures, again, we derive for 


cases were white, per cent colored. 


malignant nephrosclerosis a colored-white ra- 
tio of 90:10. Of 182 cases of essential hyper- 
tension in white patients, two (1.1 per cent) 


277 
while of 315 cases in 
25 (79 per cent) were malignant. 
These data show strikingly the greatly in- 
creased likelihood of development of the ma- 
lignant phase in essential hypertension in the 
colored, as contrasted to the white race. 


were malignant, ne- 


groes, 
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FIGURE 1 

Immediate Cause of Death. Of the 470 cases 
showing benign nephrosclerosis, 276 (58.8 per 
cent) died of congestive heart failure; 31 (6.6 
per cent) died in uremia; 88 (18.7 per cent) 
died either of cerebral hemorrhage or cerebral 
infarction; 75 (15.9 per cent) died of miscel- 
laneous causes, either vascular (seven cases), 
such as gangrene, mesenteric thrombosis, or 
dissecting aneurysm, or from causes unrelated 
to the hypertension, such as malignancy, 
pneumonia, or tuberculosis. If we add to 
these our 27 cases of malignant nephro- 
sclerosis, making a total of 497 cases, the 
figures for the mode of death become: heart 
failure, 55.5 per cent; uremia, 11.7 per cent; 
cerebral hemorrhage or infarction, 17.7 per 
cent; and unrelated causes of death, 15.1 per 





TABLE 1 


ESSENTIAL 


HYPERTENSION 


Immediate Causes of Death 


Congestive 
heart failure 
Benign 
(470 cases) 276 (58.8%) 
Malignant 
(27 cases) of 0 
All cases 
(7) __ 276 (55.5%) 


Cerebral hemorrhage 


or infarction Uremia Miscellaneous 
8$ (18.7% ) 31 ( 6.6%) 75 (15.9%) 
0 27 0 
88 (17.7%) 58 (11.7%) 75 (15.1%) 





cent (table 1). 
395 patients with benign hypertension who 
died from their hypertension directly, 69.8 
per cent died of cardiac failure, 7.8 per cent 
of uremia, and 22.4 per cent of cerebral dis- 
ease, Of all the hypertensive patients, both 
benign and malignant, whose death resulted 


By considering only the 


directly from hypertension, a total of 422 
cases, 65.4 per cent had a cardiac death, 13.8 
per cent a renal and 20.8 per cent a cerebral 
death. 

Race. Since all of our patients with malig- 
nant nephrosclerosis died in uremia, we have 
examined the group with benign nephro- 
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sclerosis in uremia for the distribution ac- 
cording to race. Twelve cases (38.7 per cent) 
were white and 19 (61.3 per cent) were col- 
ored, giving figures practically identical with 
those the 
benign group. Hence we may conclude that 


for race distribution of whole 
the colored patient with benign hypertension 
is no more likely to develop renal insuffici- 
ency than a white one, although, as we have 
stated, he is far more likely to pass into the 
malignant phase of the disease. A negro 
patient with essential hypertension in uremia 
is seven times more liable to have the malig- 
nant form than is a white patient. 

Age. The age varied from 25 to 59 years, 
with an average age of 38. The averages for 
males and females are not significantly dif- 
ferent, being 38.5 and 37 years, respectively. 
Most of the ages ranged between 34 and 47 
vcars (table 2). 

TABLE 2 
MALIGNANT NEPHROSCLEROSIS 
Age Incidence 


No. cases Average age Age range 


White male 1 34 years 
White female 1 46 years 
Colored male 14 38.5 years 26 to 59 years 
Colored female... 11 37 years 24 to 59 years 


27 38.0 years 


Symptomatology. During the progress of 
the disease, visual disturbances, consisting of 
scotomata, dimness and blurring of vision, 
and often almost complete blindness, were 
noted by 15 patients. Fourteen patients 
complained of nausea and vomiting, 14 of 
dyspnea, and 12 of headache. Every patient 
experienced one or more of these four symp- 
toms. The frequency of other symptoms is 
tabulated (table 3). 
TABLE 3 
MALIGNANT NEPHROSCLEROSIS 
Symptomatology 

1. Initial symptoms 

Visual disturbances 

Headache 

Nausea and vomiting 

Dyspnea 

Vertigo 

Edema 

Weakness 

Paresthesia 


i 2) 


wonwwn as 


— 
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2. Incidence of symptoms 
*Visual disturbances 
*Nausea and vomiting 
*Dyspnea 
*Headache 
Vertigo 
Edema 
Nocturia 
Weight loss 
Weakness 
Anorexia 
Palpitation 
Precordial pain 
Hemoptysis 
Paresthesia 
Diarrhea 
Nervousness 
Epistaxis 
Vaginal bleeding 
Hematemesis 
Bleeding gums - 





2 
9 
9 
8 
6 
5 
5 
4 
2 
2 
2 
1 
1 
1 
1 
1 
1 


*Every patient had one or more of these symp- 
toms. 


Physical Findings. The blood pressure was 
uniformly elevated. The lowest systolic 
pressure was 155 mm. of mercury, but all 
others were 200 mm. or over, the highest 
being 286 mm. The average systolic pres- 
sure was 242 mm. of mercury. One diastolic 
pressure was 102 mm. of mercury; the re- 
mainder ranged from 120 mm. to 196 mm., 
with most of the lying between 
140 mm. and 170 mm. The average diastolic 
pressure was 150 mm. of mercury. 


values 


The heart was found to be enlarged in 15 
instances, and was of normal size in the re- 
mainder. Apical and basal systolic murmurs 
were frequently noted, and the aortic second 
sound was often markedly accentuated. There 
was edema of the lower extremities in seven 
patients, hydrothorax or rales in the lungs in 
five, and hepatic engorgement with ascites in 
three. A total of nine patients showed phy- 
sical evidence of cardiac failure. Dyspnea 
was associated with these signs, but when 
present either with or without heart failure, 
was most often of the Kussmaul type, due 
probably to ‘the uremic acidosis. Anemia 
was commonly observed clinically and con- 
firmed in most instances by hematologic 
study. Hemiplegia was present in two in- 
stances, 
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Fundus examinations were recorded in 13 
cases. In one there was bilateral detach- 
ment of the retina. In the remaining 12, 
typical hypertensive retinopathy of marked 
degree, with vascular changes, hemorrhages, 
and areas of “exudate” were observed. In 
10 of these specific mention is made of 
edema of the optic disc. 


The spinal fluid pressure was measured in 
six cases. In two of these it was normal, 5 
and 8 mm. of mercury, while in four it was 
markedly raised, 20, 24, 52, and 56 mm. of 
mercury, respectively. 

Laboratory Findings. Initial examinations 
of the urine showed no abnormalities in two 
cases, but subsequent examinations of the 
urine of these patients showed, as did all the 
examinations in the remainder of the cases, 
definite urinary evidence of renal disease. 
Early urine specific gravities ranged from 
1.004 to 1.030, with changes toward isothen- 
uria as the disease progressed. Proteinuria 
found in each case, moderate in 13, 
marked in 14. 


Was 
Red blood cells were present 
in the urine of 14 patients, and were numer- 
ous in eight of them. White blood cells were 
more often present, though not in such great 
numbers. Fourteen cases excreted urine con- 
taining casts of the granular type. 

Every case showed definite evidence of 
renal retention of nitrogenous metabolites. 
Values for blood non-protein nitrogen varied 
from 133 mgm. per cent to 274 mgm. per 
cent; blood urea nitrogen from 65 mgm. per 
cent to 268 mgm. per cent; blood creatinine 
from 6 mgm. per cent to 24.5 mgm. per cent. 
Determination of phenosulphonphthalein ex- 
cretion was done in six instances, with re- 
sults varying from 0.5 per cent to 25 per 
cent of the amount injected. 

The blood Wassermann reaction was posi- 
tive in only one individual, though there was 
a history of a syphilitic infection in five more. 
This incidence of syphilis is no greater than 
would be found in any comparable series of 
patients without malignant nephrosclerosis. 

Duration of the Disease. The exact dura- 
tion of the illness of these patients was diffi- 
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cult to determine. Three patients entered 
the hospital in a comatose condition, and the 
details of their history were meager. Most of 
the patients were in the terminal stage of 
their disease, as was evidenced by the fact 
that the average stay in the hospital until the 
time of death was only 7.1 days, and in 15 in- 
stances was less than a week. Many of the 
patients gave a history of symptoms com- 
monly associated with benign hypertension, 
such as headache, palpitation or slight dysp- 
nea on exertion for variable periods of time, 
some as long as three years. We have at- 
the the 
onset of the terminal symptoms, the date on 
which there was a change in the symptoma- 
tclogy or acute development of a new symp- 
tom. On this basis the average duration of 
the terminal symptoms was approximately 


67 days. 


tempted to determine from records 


PATHOLOGY 
The extrarenal lesions were those which 


often occur during the terminal stage of 
of uremia. Acute fibrinous pericarditis was 
present in two cases and hemorrhagic entero- 
colitis with or without ulceration in five. A 
terminal bronchopneumonia was observed in 
twenty cases. There were 24 instances of 
recent mild passive congestion of the liver, 
six of mild dependent edema, two of ascites, 
and three of “heart failure” cells within al- 
spaces. This that 


heart failure relative- 


veolar indicates con- 


gestive played a 
ly unimportant role during the progress 
of the disease occurring usually in the term- 
The 


of the 27 cases, the average weight being 


inal stage. heart was enlarged in 26 
485 grams. The hypertrophy was predomi- 
nantly left ventricular. Seventeen of the 
hearts showed microscopic myocardial scars, 
none of which were of important size. The 
coronary arteries were not thoroughly exam- 
ined in all cases, but where mention was 
made, arteriosclerosis was not severe enough 
to lead either to important narrowing of the 
lumen or thrombosis. Arteriolosclerosis of 
the splenic vessels was observed in all cases. 
Unfortunately only ten sections of pancreas 
were available for study but in all of these 
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arteriolosclerosis was present. None of the 
pancreatic vessels were necrotic but splenic 
arteriolonecrosis was present in two cases 
Mul- 
tiple necrosis of the spleen existed in only 


associated with corpuscular necrosis, 


one case. 


The gross appearance of the kidneys was 
features ; 
namely, petechiae (flea-bitten kidney) and 
granularity of the surface. The weights of the 


characterized by two _ constant 


kidneys varied from 90 to 215 grams, the 
30th of 
the extremes represented single instances 


average weight being 130 grams. 


where the weight was below 100 grams or 
above 200 grams. 

















Fig. 2. Photograph of the kidney of 
nephrosclerosis. Note the granular 
numerous petechiae which give it 
pearance. 


malignant 
surface and the 
the “flea-bitten” ap- 


Arteriolonecrosis, characterized by the 
absence of a sharp vessel outline with a 
thick, granular, smudgy wall infiltrated with 
a few red blood cells and only an occasional 
polymorphonuclear leukocyte, was a _ con- 
stant microscopic feature. In two instances, 
an aneurysmal dilatation ruptured at the site 
of necrosis and caused interstitial hemorrh- 
accompanied _ this 
In the five specimens 
where glomerulonecrosis was absent, marked 


age. Glomerulonecrosis 


lesion in 22 cases. 
degenerative changes in the glomerular en- 
dothelium and epithelium accompanied by an 
infiltration of leukocytes indicated that the 
glomeruli had suffered from ischemia, The 


number of necrotic arterioles varied from 
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Fig. 3. 
the “smudged” appearance of the arteriolar wall due 


Photomicrograph of afferent arteriole. Note 


to necrosis with practically no inflammatory 
sponse. 


cell re- 


one to eleven in an average sized section of 
the cortex. There was no relationship be- 
tween the number of the necrotic arterioles 
and the age of the patient, the duration of 
the severe symptoms or the degree of reten- 
tion of non-protein nitrogen. In fact, with 
regard to age, the oldest patient (59 years) 
had the largest number of necrotic arterioles 
and the youngest had the least. 


A second striking vascular lesion, “endar- 
“productive endar- 
was 


teritis obliterans” or 
teritis’, of the 
constantly present. Marked subintimal con- 
nective tissue proliferation with an occasional 
foam cell between the fibrils, a minimal de- 
gree of splitting of the internal elastic lamel- 
lae and no cellular infiltration identified this 
vascular lesion. The diameters of the lumens 
of the vessels were markedly reduced and 
occasionally completety occluded. We are 
in agreement with Bell, and Klemperer and 
Otani® that the changes in these vessels 
represent rapidly developing arteriosclerosis 
and not inflammatory lesions as the name 
“endarteritis obliterans” would indicate. We 


interlobular arteries, 
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Fig. 4. Photomicrograph of renal arteries. Note the 
arteriolosclerosis and the “obliterative endarteritis” of 
the larger vessel. 
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are also in agreement with Klemperer and 
Otani that this vascular change plays an 
important role in the production of renal 
insufficiency. The lumens of the arterioles 
were also reduced in size by a similar pro- 
liferative response. Hyalinized arterioles 
were present only in small numbers in the 
majority of the cases. An occasional vessel 
showed degenerative changes of the wall 
resembling the fibrinoid degeneration de- 
scribed by Kimmelstiel.® Six of the cases 
showed well formed glomerular crescents 
and eight additional cases had definite glo- 
merular epithelial proliferation. The cres- 
cents were never numerous, the largest num- 
ber being two in one section. The infrequent 
presence of hyalinized glomeruli emphasized 
the relatively shorter duration of the lesion 
as compared to benign nephrosclerosis. Ap- 
proximately one-half of the kidneys showed 
at least one tubule in each section that con- 
tained polymorphonuclear leukocytes. These 
were considered to be secondary to the glo- 
merular and tubular necrosis, Except for 
hemorrhage into the glomerular spaces, into 
the tubules draining the involved glomeruli, 
and into the interstitial tissue as a result of 


the rupture of a necrotic arteriole, the re- 
maining renal findings were those commonly 
seen in benign nephrosclerosis. 

COMMENT 

The clinical picture in cases with malig- 
nant nephrosclerosis is remarkably uniform ; 
this is likely due to the fact that every pa- 
tient studied showed a markedly elevated 
blood pressure and a rapidly progessive 
uremia. We feel that these features may 
readily be accepted as explanatory of all of 
the clinical manifestations described above, 
with the possible exception of the disturb- 
ances in vision. Papilledema was constant 
in those cases in which mention is made of 
the optic disc; increased intracranial pres- 
sure may play a role in its production and 
would certainly increase it were it already 
present. However, it can scarcely be the 
fundamental causative factor since the spinal 
fluid pressure was normal in two of our 
patients with edema of the optic disc. 

The details of the clinical syndrome are de- 
pendent upon the longer or shorter duration 
of the pre-existing benign hypertension. The 
pathologic findings indicate that hyperten- 
sion and arteriolosclerosis must have been 
present for a period far longer than that 
during which the patient had subjective 
symptoms. Surely a contracted kidney of 
90 gm, or an enlarged 650 gm. heart results 
from a disease that has existed longer than 
would be suggested by a history of failure 
of vision or nausea and vomiting for a few 
weeks or months. This is more striking 
because of the relatively low average age of 
this group. We therefore conclude that this 
condition is one mode of termination of 
benign hypertension with nephrosclerosis. 

The uniformity of the clinical picture pre- 
sented by patients who have the renal ara- 
tomic findings of malignant nephrosclerosis 
indicates that this lesion is associated with a 
fairly constant clinical syndrome which, for 
want of a better term, can be called malig- 
nant hypertension. Although we were unable 
to establish any etiologic relationship be- 
tween this disease and syphilis, lead poison- 
ing, rheumatic fever, or other factors that 
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have been suggested, the age and sex distri- 
bution of our cases was quite similar to those 
reported by other authors. This would sug- 
gest that malignant hypertension is charac- 
terized by a fairly definite clinical picture. 
In order to test the validity of this sugges- 


tion, two groups of cases Were selected 
whose postmortem findings showed that 


renal insufficiency was due either to marked 
benign nephrosclerosis or to chronic glomer- 
ulonephritis, each with typical histopatho- 
The clinical histories of these cases 
were then reviewed and compared with those 
of a similar group of patients known to have 
malignant nephrosclerosis, and an attempt 
was made to segregate the three groups. 


logy. 


This could not be done with accuracy. A 
review of the clinical diagnoses made by the 
various clinicians, under whose care these 
patients had been, showed no greater accu- 
racy in predicting the anatomic lesion. Pa- 
tients whose clinical course well justitied 
the diagnostic impression of malignant hy- 
pertension were often found at postmortem 
examination to have either chronic glomeru- 
lonephritis or severe nephrosclerosis with- 
When one 
considers the fact that the entire group had 


out, however, arteriolonecrosis. 


two fundamental factors in common, namely, 
severe renal vascular disease and renal insuf- 
ficiency, this is not surprising. 

We were forced to admit, therefore, that 
although malignant nephrosclerosis is ac- 
companied by a fairly uniform clinical pic- 
ture, the clinical syndrome called maly:nanz 
hypertension is not pathognomonic for this 
lesion. We believe that these findings justify 
our insistence upon the presence of a definite 
histologic lesion before assigning a case to 
this group, and show the fallacy of selecting 
such cases on purely clinical grounds. 

It was observed above that a uremic col- 
ored patient suffering from the renal end- 
stage of essential hypertension is seven times 
more likely to have the malignant type than 
a white patient. If malignant hypertension 
(anatomically, malignant nephrosclerosis) 
represents accelerated vascular changes that 
occur in benign nephrosclerosis, it would 
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follow that those patients, who gradually 
developed uremia as a result of marked 
benign nephrosclerosis, represent a stage of 
essential hypertension intermediate between 
the non-uremics and those with malignant 
nephrosclerosis, who all die in uremia. We 
should therefore expect to discover a higher 
incidence of benign nephrosclerosis with 
uremia in the colored race, as compared to 
the white. Termination in uremia, however, 


was equally common in the two races. This 
might be taken to mean that although every 
case of malignant nephrosclerosis also 


showed the anatomic lesions of benign neph- 
rosclerosis, some additional factor is respon- 
sible for the destructive lesions of the ma- 
lignant cases. We are unable to explain this 
racial predominance satisfactorily, but can- 
not dismiss the observation as being of no 
significance. 
SUMMARY 

Twenty-seven patients have been studied 
whose kidneys showed arteriolonecrosis. The 
terminal clinical picture presented by these 
that of marked 
hypertension and rapidly progressive uremia. 
Other features are dependent upon the dura- 
tion of the pre-existing benign nephrosclero- 
Cardiac failure and 


individuals is uniformly 


sis and hypertension. 
cerebral hemorrhage may be present in pa- 
tients whose myocardium or vascular system 
have been previously damaged, but their 
symptoms are merely superimposed on those 
of renal insufficiency. 

We have stressed the validity of consider- 
ing this as a pathologic entity, and the pos- 
sible sources of error in attempting to derive 
a corresponding clinical one. 

The racial incidence, with its implications, 
has been discussed. 
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DISCUSSION 

Dr. Edgar Hull (New Orleans): I consider this 
study of Drs. Decherd and Schenken an important 
piece of work, since so far as I know it is the 
first time a purely anatomic basis has been used 
in the selection of cases of malignant hyperten- 
sion for a study of its clinical picture. I think 
their criteria of arteriolar and glomerular necrosis 
are valid ones, because the most constant lesions 
in cases of hypertension occur in the kidneys. 

From Dr. Decherd’s remarks I gather that clini- 
cal differentiation between malignant hypertension 
and chronic glomerulonephritis is often impossible, 
but would like for Dr. Decherd in his closing re- 
marks to dwell briefly upon some specific criteria 
which we have considered to be important in dif- 
ferentiating these two conditions: first, the past 
history of an acute nephritis; second, the duration 
of the disease; third, the actual height of the 
blood pressure; and fourth, the acuteness of the 
uremic picture. It has been my impression that 
in malignant hypertension the blood pressure is 
much higher than in glomerulonephritis, the symp- 
toms of much shorter duration, and that death oc- 
curs much sooner once uremic manifestations have 
appeared. In glomerulonephritis I have observed 
a more chronic type of uremia, in which symptoms 
of renal insufficiency have preceded death by 
several weeks or even months, whereas in malig- 
nant hypertension the patients often lapse into 
coma and die within a few days after the first 
uremic symptom. 

Dr. C. C. deGravelles (New Iberia): I would 
like to know if the pathology of the kidney is due 
to hypertension or whether hypertension is due 
to pathology of the kidney? 

Dr. G. M. Decherd, Jr. (In closing): We were 
very disappointed to find that the clinical syndrome 
characteristic of malignant hypertension can also 
be shown by patients with chronic glomerulonephri- 
tis. This was particularly striking in one patient, 
a description of whom will, I believe, answer the 
questions raised by Dr. Hull. 

This young individual had a rapidly progessing 
uremia with a history of only a few months’ dura- 
tion, and blood pressure higher than we are ac- 
customed to associate with chronic glomerulo- 
nephritis, 250/180. His spinal fluid pressure was 
elevated and there was edema of the optic disc. 
Accumulation of the non-protein nitrogenous pro- 
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ducts in the blood was most rapid. This patient, 
we felt, was clinically malignant hypertension, yet 
anatomically he showed chronic glomerulonephri- 
tis. We met with the same experience in other 
cases, and found that a very similar picture could 
be produced by benign nephrosclerosis without 
arteriolonecrosis, and, as in one instance, chronic 
pyelonephritis. Hence we have been forced to 
conclude that the clinical picture is not pathogno- 
monic, and that we do not believe that we can 
predict the pathologic lesion from the clinical pic- 
ture, 


I believe that we would be willing to take the 
position that the renal arteriolar changes are due 


to the hypertension, not that the hypertension is 
due to renal vascular disease. 





STAB WOUNDS OF THE HEART 


A CASE REPORT WITH A NOTE ON SOME 
SPECIAL PROBLEMS* 


ALBERT LLOYD CULPEPPER, M. D. 
ALEXANDRIA 


From prehistoric times until well into the 
modern era the fatal outcome of wounds of the 
heart was accepted with resignation, and until 
almost the turn of the last century the very idea 
of cardiac suture was looked upon with extreme 
disfavor by leaders of surgical opinion, Since the 
pioneer efforts in gastrointestinal surgery had 
had a very cold reception from surgical confre- 
res, there is sontething ironic in the recollection 
that it was the great Billroth who in 1875 de- 
livered himself of the following tirade: “Para- 
centesis of the pericardium is an operation 
which in my opinion approaches very closely to 
that kind of intervention which some surgeons 
would term a prostitution of the surgical art 
and others madness.” He added, apparently as 
an afterthought, ‘““Perhaps another generation 
will think otherwise,” but he made it quite clear 
that he was not of it by returning to the sub- 
ject in 1883 with the statement, “The surgeon 
who attempted to suture a wound of the heart 
would lose the respect of his colleagues.” When 
Stephen Paget, in 1896, fell into the same trap 
into which others had already fallen, by declar- 
ing that “The surgery of the heart has reached 
the limit set by nature to all surgery; no new 





*Read before the Louisiana State Medical So- 
ciety at New Orleans, on May 3, 1938. 
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discovery can overcome the natural difficulties 
that attend a wound of the heart,” two unsuc- 
cessful attempts at cardiac suture had already 
been made, and it was only a few months later 
that Rehn performed the operation on a patient 
who survived. 

The time has long since been passed when 
cardiac suture can be classed as a surgical cur- 
iosity. To the medical as well as to the lay 
mind, however, there is still something dramatic 
and breath-taking in the idea of attacking life 
at its source, so to speak. Ballance’s nonchalant 
remark that the surgeon looks upon the opera- 
tion as part of the day’s work finds no general 
agreement, for it is an experience that does not 
come to all surgeons—the great DaCosta, for 
instance, lamented that he had never sutured 
a heart—and it is exceptional for any man to 
see more than one or two such cases during 
his entire lifetime. On the other hand, the 
reports of Beck, Cutler, Bigger, Mayer and 
others are highly significant, for they illustrate 
the fact that such wounds are more frequent 
and more amenable to cure than is generally 
supposed. Bigger’s experience is typical. Up 
to 1930 no cardiac suture had been attempted 
in his clinic. By January, 1936, 11 such opera- 
tions had been done, seven of which were suc- 
cessful. In the light of this experience it seems 
reasonable to insist that cardiac damage should 
be suspected in all wounds involving the cardiac 
area, and that all such patients should be given 
the chance offered by surgery. 

The overwhelming preponderance of negroes 
in the reported cases of cardiac suture is very 
striking, and we might almost go further and 
say that heart wounds should be suspected in 
this race who exhibit 
My own patient, a negro 


all the individuals in 
wounds of the chest. 

male of 35 years of age, presented a rather 
characteristic history. He had no previous ill- 
ness, but enough violent injuries to prepare him 
for the present ordeal, including a laceration of 
the throat in an automobile accident, a gunshot 
wound of the sternum, and a head injury re- 
ceived in a fight. According to his own story 
he was a quiet, harmless man, of good habits, 
who never smoked and who got drunk only 


over the week-end. 
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CASE REPORT 

The patient was seen at 2:15 p. m. July 25, 1937, 
15 minutes after he had been stabbed in the left 
chest by his wife. She had struck him from the 
right of the chair in which he was sitting, with 
an ordinary pocket knife. The patient after the 
operation said that he had felt no great pain, but 
had become weak and dyspneic immediately, and 
could not speak. After he had walked half a block 
he was obliged to sit down on the curb, where he 
remained until he was brought to the hospital by 
a passing motorist. He was semi-conscious when 
he was first seen, and there was a strong odor of 
alcohol on his breath. His skin was cold and 
clammy, and the radial pulsation and the blood 
pressure could not be determined. The respira- 
tion was 34 per minute, very shallow, and there 
was a distinct lag of the left hemithorax on in- 
spiration. Blood exuded freely and continuously, 
though without pulsation referable to the cardiac 
or respiratory rates, from a small transverse stab 
wcund, 1% cm. long, in the fifth costal interspace 
at the left laterosternal margin. Hyperresonance 
was revealed by percussion of the left chest, and 
diminished breath sounds by auscultation. The 
heart rate was 128 per minute, and normal in 
quality. There was a moderate degree of rigidity 
in the epigastric area. X-ray of the chest revealed 
no positive findings. A blunt probe was introduced 
into the wound for a distance of 4 cm., at which 
point a definite pulsation was felt, corresponding 
to the heart beat. A cannula with a syringe at- 
tached was then substituted for the probe, and 
3 c.c. of blood was aspirated, presumably from the 
pericardial cavity. An infusion of 250 c.c. of 
physiologic saline solution was given, very slowly, 
while the operating room was being prepared. 

Operation was done under light ethylene-oxygen 
anesthesia. An elliptical incision, 12 em. long was 
made along the left sternolateral margin, extend- 
ing from the fourth to the sixth costal cartilage, 
with the concavity toward the sternum. About 45 
em. of the fifth and sixth costal cartilages was re- 
sected, and the internal mammary and the inter- 
costal arteries and veins were clamped. The respi- 
ration by this time had become very rapid, the 
heart was beating furiously, and spurts of blood 
appeared through a blood clot which overlay the 
pericardial wound, the spurts corresponding to the 
respiratory and cardiac efforts. The pericardial 
wound, which was 1 cm. long, was enlarged to 4 
cm., and 100 ¢c.c. of blood was removed by aspira- 
tion from the pericardial sac. The cardiac wound, 
which was about 1 cm. in length, was located in 
the conus arteriosus of the right ventricle. It was 
easily closed by a figure-of-eight suture of 00 
chromic catgut, reinforced with two interrupted 
sutures, after the heart had been stabilized first by 
vory gentle traction with an Allis forceps and then 
by a traction suture of 00 chromic catgut. A 
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other 50 c.c. of blood was aspirated from the 
pericardial sac, which was left open. Plain 0 cat- 
gut was used for the transfixion ligatures on the 
arteries and veins. The pleura was closed with 
chromic 0 catgut, the pectoral muscles with mat- 
tress sutures of chromic 1 catgut, and the skin 
with a continuous lock suture of fine dermal. A 
small rubber tissue drain was left in the pleural 
cavity. 

The anesthesia was continued for 20 minutes 
after the operation was completed, in an attempt 
tu re-expand the left lung, and carbon dioxide and 
oxygen were given for another hour. The patient 
was then removed to his bed and a nasal catheter 
inserted, through which oxygen was given con- 
tinuously for 36 hours, and thereafter as indicated. 
A transfusion of 500 c.c. of citrated blood was given 
at the conclusion of the operation, after which 
the blood pressure rose to 100/60 and the pulse 
dropped to 128. A second transfusion was at- 
tempted on the fifth day but was discontinued 
when the patient developed a reaction which lasted 
45 minutes and was associated with a temperature 
of 104.6° F. by axilla, a pulse of 150, and a respira- 
tion of 44. 

Within two hours of operation the patient was 
completely conscious, and asked to go home; at 
that time his pulse was 108, of good volume, and 
his respiration 28. Morphia was given freely to 
control restlessness, and his condition otherwise 

















Fig. 1. The postoperative appearance of the wound. 





was entirely satisfactory for 24 hours. Then a 
rather alarming ileus developed, which responded 
slowly to routine measures including Wangensteen 
decompression. Twelve hours later the patient 
became quite dyspneic, and an area of dulness at 
the left base was evident on percussion; the blood 
pressure at this time was 90/50 and the pulse rate 
140. After the aspiration of 225 c.c. of blood from 
the pleural cavity the dyspnea was promptly re- 
lieved and the blood pressure rose to 105/60. Roent- 
gen ray on the eleventh day showed considerable 
cloudiness in the left chest, suggestive of pneu- 
monia or hemorrhage, and on the thirteenth day 
there was evidence of a pleural effusion extending 
to the left apex; the condition cleared up spontane- 
ously. The drain was removed at the end of 48 
hours, and I regret its insertion, for it was prob- 
ably responsible for the wound infection which 
lasted almost four weeks. The patient was dis- 
cliarged from the hospital on the seventeenth day, 
and remained in bed at home until the forty-fifth 
day. On the sixtieth day he resumed his usual oc- 
cupation at a gasoline station. He has remained 
well. Roentgen ray and fluoroscopic examination 
of the chest November 12, 1937, revealed no ab- 
normality of any sort. 


This is in many respects a typical case, in- 
cluding the fact that the patient was a negro 
who received his injury in a marital quarrel. 
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Fig. 2. Close-up of the postoperative scar. 
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His symptoms were determined only after he 
had been operated on; in such cases the history 
usually cannot be secured, or is entirely unreli- 
able. He was able to move about after he had been 
hurt, a fact which by no means eliminates cardiac 
injury; Elkin reports a case in which the in- 
jured man fought for ten minutes after he had 
been wounded. The bleeding was typical of 
wounds which are amenable to repair. Patients 
with large wounds die promptly of hemorrhage, 
and only small wounds such as this one de- 
velop a latent period, so to speak, in which re- 
pair is possible before sufficient blood has been 
lost to cause shock per se, or before fatal tam- 
ponade has developed. The wound was in the 
right ventricle, where the second largest num- 
ber of such wounds occur. Finally, the con- 
valescence was attended with every possible 
complication. Some of these considerations may 
be briefly discussed. 


SYMPTOMS 

The patient with a wound of the heart has 
very little pain, but he is restless and frightened, 
and complains of great thirst. The skin is 
clammy, the extremities are very cold, and the 
cold sweat which covers the body often collects 
in pools. The respiration is sighing and ir- 
regular, and the pulse comes and goes, disap- 
pearing early from the peripheral arteries. The 
blood pressure is usually lower than in hemor- 
rhage. The degree of circulatory collapse 1s 
out of all proportion to the blood loss. The 
peculiar combination of cyanosis and extreme 
pallor, as Bigger notes, distinguishes the con- 
dition from ordinary shock, in which cyanosis 
is frequently absent early. The superficial 
veins, especially the jugular veins, are very 
prominent, the blood being dammed in the great 
veins because the blood flow throught the vena 
cava is obstructed. 


When tamponade is present, the heart sounds 
are increasingly indistinct and muffled. If 
hemothorax develops, the typical signs are ob- 
scured, but there may be, as Bigger observed 
in three of his own cases, a splashing or churn- 
ing sound synchronous with each heart beat. 
Negative x-rays are to be discounted and posi- 
tive findings do not usually appear early. Big- 
ger has found fluoroscopic examination ex- 
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tremely valuable, and considers diminution or 
cessation of the cardiac pulsations almost 
pathognomonic. Electrocardiograms are of in- 
terest, but offer no help in early diagnosis, 
After operation, as early as eight hours, ac- 
cording to Bigger and Porter, they reveal 
changes typical of coronary occlusion, which 
may persist for weeks and months. 


Aspiration of blood from the pericardial sac, 
as in this case, is positive for proof of injury. 
If it is done carefully to avoid damage to the 
heart and coronary system, it is of both diag- 
nostic and therapeutic value. Singleton, who 
is a strong advocate of this procedure, reports 
a personal case in which the withdrawal of 250 
c.c. of blood from the pericardium resulted in 
such miraculous improvement that operation 
was not necessary. The method is a rational 
one, for cardiac tamponade is a purely mechani- 
cal condition, due to the accumulation of the 
blood within a fibrous sac which is not readily 
distensible. Unless the fluid is removed and 
removed very promptly, the muscular wall of 
the heart will give way before the relentless 
pressure of even so small an amount of blood 
as 150 or 200 c.c. Indeed, speed is the essence 
of cardiac surgery in such cases. Operation 
must be done very promptly, even if, as Elkin 
suggests, part of the usual aseptic routine must 
be sacrificed. Various methods of approach 
have been devised, but any method which re- 
quires division of the sternum is too time-con- 
suming under emergency circumstances, and too 
likely to add to the shock which is already actu- 
ally or potentially present. The parasternal ap- 
proach is swifter, it gives a reasonably satis- 
factory exposure, and the pleural damage which 
it causes is not very important, since the origi- 
nal wound usually penetrates the pleura. 

The heart wound must be located and the 
hemorrhage controlled without delay, a pro- 
cedure which is not usually technically diffi- 
cult, but which is often terrifying because of 
the spurts of blood which obscure the field. The 
incision may be closed by digital pressure 
temporarily, but the finger should never be 
pressed into the wound, because of the friabil- 
ity of the cardiac muscle. For the same reason 
forceps should be applied with the greatest 
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caution, and should be replaced by a traction 
suture as soon as possible. Compression of the 
base of the heart may be necessary to control 
the hemorrhage, but should be done very gently, 
and never for more than two minutes, as Kiser 
(quoted by Maingot) has shown. 


Bullock points out the importance of com- 
pleting the operation even if the patient seems 
to have died. He reports a most dramatic case 
of his own in which he believed he was working 
on a cadaver until, after the application of the 
second cardiac suture, the heart began to 
“crawl” in his hand. In view of the large number 
of reported cases in which operation was dis- 
continued because the patient died on the table, 
it would seem the part of wisdom to consider 
no patient dead until the aperation has been 
completed and all possible methods of revival 
attempted. 


TREATMENT OF SHOCK 


Shock before and after operation is combated 
by the usual methods. Opinions differ as to 


the wisdom of infusion and transfusion before 
operation, some contending that the risk of in- 


creasing the hemorrhage and aggravating the 
mechanical difficulties outweighs the advant- 
ages, and others taking the opposite position. 
There is no question, however, as to their value 
after operation, and autotransfusion, as employ- 
ed by Watson, is worth considering in the ab- 
sence of a compatible donor. 

If signs of tamponade become evident after 
operation, repeated cautious aspiration is war- 
ranted. Morphia should be used freely to con- 
trol restlessness and the frequent delirium due 
to cerebral anemia. Empyema is a distinct pos- 
sibility, but it would seem wiser to reserve 
drainage until the necessity for it arises, rather 
than to provide drainage at the original opera- 
tion on the chance that infection may develop. 
Because these accidents are prone to occur in 
drunken brawls, delirium tremens is not an un- 
common complication; Mitchell mentions such 
a patient, a negro with a wound of the left 
ventricle, who was so thoroughly soaked with 
alcohol that he never needed any other stimula- 
tion. Mayer’s report of an eleven year old boy 
who developed whooping cough during his con- 
valescence is something of an anticlimax to the 
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drama of cardiac surgery, but excellent proof 
of the fact that any sort of complication may be 
looked for. . 


Wounds of the left ventricle cause rapid and 
serious tamponade and a large proportion of the 
patients die before they are seen by the sur- 
geon. On the other hand, if the wounds are 
small, the thick walls tend to prevent serious 
hemorrhage. Wounds in this location, accord- 
ing to Bigger, offer the most favorable prog- 
nosis, while wounds of the posterior or base 
of the heart are not usually amenable to surgi- 
cal repair. 


SUMMARY 
The mortality of cardiac suture is difficult 
to estimate, for successes are likely to be re- 
ported and failures to be forgotten. In 1906, 
ten years after his first successful operation, 
Rehn collected 124 surgical cases with a re- 
covery rate of 40 per cent. Ramsdell in 1932 
collected 428 cases with a recovery rate of 54.5 
per cent. In 1933 Bigger collected 70 cases 
with a recovery rate of 70 per cent. In 1908 
Matas wrote that it might be concluded that 
heart wounds offer three in four chances of 
survival long enough for surgery, one in ten 
chances of spontaneous recovery, and one in 
two chances of surgical cure. Since the chances 
of surgical cure have materially improved in 
the thirty years that have elapsed, there seems 
no reason why today every victim of cardiac 
trauma should not be granted the chance which 
cardiac suture offers. 
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Dr. J. A. Danna (New Orleans): We hear more 
about heart wounds now than before only because 
they are looked for at the time that the patient is 
first seen. I have had the good fortune of having 
had two cases of heart wounds. The first case I 
did not recognize as heart wound. I thought it 
was a wound of the internal mammary and went 
into and removed it and four costal cartilages in 
order to have plenty of room to open and then 
saw an opening of the pericardium. 

There are two types of heart wounds seen in the 
clinic. One where the wound is so large that the 
patient dies almost immediately. The other is the 
type that Dr. Culpepper had the good fortune of 
seeing, where the wound is small and there is 
sufficient time to do surgery. There is an interval 
where the patient feels comparatively all right. He 
may feel faint and weak but he is able to walk 
and able to move around; and finally there is a 
period where the bleeding in the pericardium 
crowds the heart and interferes with the function 


and there develops a rapid, weak pulse and the 
patient collapses. 


There is a feeling that the handling of a heart 
wound is an extraordinary thing. 
fact 


As a matter of 
it is one of the simplest things that we 
do surgically. You can make an incision through 
the skin and expose the external border and re- 
move a couple of costal cartilages without any 
anesthesia at all and once removed the pericardium 
is easily exposed and readily opened and the heart 
exposed very clearly. There should be as little 
manipulation or handling of the heart as possible. 
There is reason for haste until you close the heart 
but once you have exposed the heart and pressure 
is relieved the heart picks up and the patient im- 
proves. Make sure that you have sutured the 
wound in the heart so that there will not be a 
leak; be sure that there is no other bleeding spot 
or wound which has escaped notice. Also look for 
a possibility of a wound of the lung. If the wound 
has been from the side you are very apt to have 
a lung wound. I had one patient who died thirty- 
six hours after operation from bleeding of the 
lung. This was before the days of transfusion. If 
ic happened today he probably would have lived. 
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There is a tendency to feel that a pneumothorax 
following an operation of this kind is a dangerous 


thing and that the air should be removed. If you 
have a wound in the lung or in the pleura which 
may be a slow leak and you remove pneumothorax 
and air and expand the lung there is an increased 
negative pressure that will cause increase in bleed- 
ing. In other words a moderate amount of pneumo- 
thorax, if the patient is apparently in good condi- 
tion, is much more apt to do good than harm. As 
Dr. Culpepper stated, drains should not be used in 
these cases as they will probably do much more 
harm than good. 


Dr. I. Mims Gage (New Orleans): It is seldom 
that we meet with this cardiac condition. How- 
ever, I think we all should be prepared to meet 
it. One thing that Dr. Culpepper used that I think 
he should have stressed more was a probe in the 
wound. I have found that to be very advantageous 
in determining if the wound went to the heart. In 
the case we had the probe went down into the peri- 
cardium and the end of the probe moved with the 
heart and the only other means of diagnosis was 
that there was very little pulsation on fluoroscopic 
examination. This is very suggestive. 


In regard to the matter of exposure of the heart, 
I do not believe that we should be in such a hurry 
that we disregard all of our teaching concerning 
sepsis. 


1 wish to say a few words in regard to the case 
I had. A negro had a stab wound of the heart and 
abdomen and chest. Upon entering the hospital 
he was brought out of shock by infusion and trans- 
fusion. We sutured the wound in the right ventricle 
of the heart under local anesthesia and used a wide 
piece of cotton soaked in saline and pressed to the 
heart to introduce suture. We sutured the injury 
in the abdomen and treated the chest wound. He 
had an uneventful recovery. 


The important thing in doing cardiac surgery is 
the introduction of fluid, mainly blood, at the time 
of operation. This patient of mine had 1800 c.c. 
of Blood while on the operating table and 3000 c.c. 
of five per cent glucose. 


I would like to state at this time that in operat- 
ing on the heart the pleural cavity should not 
be opened. Also be sure to have sufficient donors 
at. the time of the operation. 

Dr. A. L. Culpepper (In conclusion): I should 
like to thank Dr. Danna and Dr. Gage for this dis- 
cussion as they have brought out several points 
not found in the literature. Moreover I feel that 


Dr. D. C. McBride, who assisted me at operation, 
deserves thanks. 
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THE PRESENT STATE OF THE INSU- 
LIN AND METRAZOL SHOCK TREAT- 
MENTS OF SCHIZOPHRENIA* 


ERWIN WEXBERG, M. D.t 
NEW ORLEANS 


Most of you are probably acquainted with the 
essentials of the new methods of treatment of 
schizophrenia which have been started in Europe 
and which, in the last two or three years, are 
being tried out in many places in this country. 
A fairly large literature has already been pub- 
lished on this subject. It reflects the usual de- 
velopment of medical opinion about a new 
method, beginning with distrust and skepticism, 
passing over to enthusiastic confirmation, and 
ending up in a quiet, critical attitude of mode- 
rate approval. Although this last stage of de- 
velopment has.not yet been attained in the case 
of the shock treatment of schizophrenia, there 
are certain signs noticeable that this will be the 
case very soon. Anticipating this event, I be-- 
lieve it may be fit to summarize the present 
state of affairs, illustrated with as much ex- 
perience of my own as I was able to gather. 

INSULIN TREATMENT 

Insulin treatment is somewhat older than 
metrazol treatment. The former was started 
in 1932 in Vienna by Manfred Sakel, and soon 
afterwards in Munsingen, Switzerland, by Mul- 
ler. After some hesitation, a generally adopted 
technic of insulin treatment has been formu- 
lated by the Polish psychiatrist Frostig, which 
only recently has been published in this country 
in English translation. The usual procedure 
is, after having established the diagnosis and 
the general state of health of the patient, ruling 
out all forms of organic disease of the cardio- 
vascular system, the lungs, and the kidneys, to 
start with a dosage of 15-20 units, given at 7 
o'clock in the morning, on an empty stomach. 
The dosage is increased, day by day, by 5-10 
units, until the shock dosage is reached. This 
generally occurs at a dosage of between 80 and 





*Paper read at the meeting of the Orleans Parish 
Medical Society, April 25, 1938. 

‘From the Department of Neuropsychiatry, 
Louisiana State University School of Medicine. 
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120 units. Usually the shock starts about one 
and a half hours after the intramuscular injec- 
tion. During this period of incubation, the pa- 
tient goes often through a stage of excitement. 
The exact beginning of the coma can never be 
established, since it comes on gradually. It is 
characterized, in the majority of cases, by pro- 
fuse perspiration, salivation, and stertorous 
breathing. The neurologic picture varies con- 
siderably not only with different patients, but 
also with the same patient at various stages of 
the coma. In my own observations, carried on 
in the male Insulin Ward of Harlem Valley 
State Hospital, N. Y.*, I had the impression 
that more or less the same pattern was kept by 
the individual patient throughout his treatment. 
Some of them would lie quietly, apparently 
sound asleep, throughout the coma. In many 
others, breathing difficulties would periodically 
occur, respiratory crises with considerable 
choking. This seems to be largely due to pro- 
fuse salivation and mucous secretion and aspira- 
tion of these secretory products into the bronchi. 
Turning the head sidewise, pressing the jaw 
forwards, or insertion of the nasal tube are 
usually helpful. In other cases, neurologic 
signs of cerebral stimulation or release of sub- 
cortical centers would occur; twitchings in the 
face or in the extremities, jerky movements of 
the entire body, and, sometimes, tonic convul- 
sions of the upper extremities which, as far as 
I know, have not been observed in any other 
condition but in insulin coma: both arms ex- 
tended and closely adducted toward each other 
in front of the body, the forearms and hands in 
extreme pronation. While this position re- 
minds one, to some extent, of tetany, it is not 
identical with it. Sometimes there seems to 
exist a relationship between the respiratory 
crises and the extension cramps described; the 
latter seems to be provoked by the respiratory 
crisis and can be stopped together with it. 


The pulse rate and the blood pressure often 
vary considerably in the same patient during the 
same shock; both may be low at times, and then 


*I want to thank Superintendent Dr. Ross and Senior 
Psychiatrist Dr. Rossman for their kind hospitality at 
Harlem Valley State Hospital and the most valuable in- 
formation I obtained through them and their staff. 
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rise, for some time, far above the normal rate. 
It seems that insulin provokes, periodically, an 
antagonistic hyperactivity of the adrenal medulla 
which accounts for sympathicotonic symptoms. 
Then this secondary adrenalin shock is con- 
quered again by insulin, so that the vegetative 
symptoms turn in the opposite direction. Adrena- 
lin and insulin seem to interact with each other 
like the two sides of a scale which has been 
brought out of balance, Epileptiform convul- 
sions are not a regular symptom of the insulin 
shock. Sakel considers an epileptic seizure oc- 
curring in the beginning of the coma as harm- 
less, and no reason for terminating the shock; 
whereas, when it occurs two or more hours after 
the beginning, immediate termination is indi- 
cated. 

TERMINATION OF SHOCK 


Every shock has to be terminated by glucose 
ingestion. Usually, after a duration of the 
shock of about three hours, a nasal tube is in- 
serted, by which 33 1/3 per cent glucose solution 
is poured into the stomach. This is the only part 
of the treatment which sometimes offers some 
technical difficulty. There is the danger, in a 
comatose patient, of the tube being inserted into 
the trachea instead of the esophagus, which can 
only be prevented with some experience. I saw 
no complication arising from intubation in sev- 
eral hundred shocks. 


In case of emergency, or when the patient 
does not wake up 20 minutes after intubation, 
glucose solution is given intravenously, usually 
with immediate success. 


METRAZOL TREATMENT 


Metrazol treatment is technically much 
easier to administer and requires practically no 
special apparatus at all. Its contraindications 
are about the same as for insulin. A careful 
general examination, including urinalysis, blood 
chemistry and fluoroscopic examination of the 
chest is absolutely indicated. One experience 
of my own makes me believe that the preceding 
examination of the cardiovascular system can- 
not be too careful. It was the case of a 31 
year old female patient, suffering from 
schizophrenia of the hebephrenic type for 
two and a half years. The general examination 


performed by a very competent internist turned 
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a typical grand mal attack. 






out entirely negative. There was, according to 
the report, a slight systolic murmur at the basis 
of the heart which, not being organic in origin, 


did not contraindicate treatment. The first two 
injections, with 4 and 4% c. c. respectively, only 
produced some clonic twitchings in both upper 
extremities, and were well tolerated. After 
the third injection, in which 5 c. c. were given, 
the result again consisted only in a few clonic 
twitchings, without loss of consciousness. Im- 
mediately afterwards, however, the patient be- 
came pulseless and remained so for about five 
minutes. She recovered without any further 
medication ; but there was a rather poor pulse, 
with increased rate, for the next 24 hours. Of 
course, treatment was immediately stopped. It 
seems to me that this experience teaches us to 
reconsider the problem of indication in one 
point: it is not only the question whether the 
patient will be able to stand the strain of a 
grand mal attack. Metrazol is a medicament 
‘which has, in smaller dosages, a direct stimulat- 
ing influence upon the heart action. It is logi- 
cal to assume that the complication in my case, 
in which no grand mal seizure occurred at all, 
was due to the overdosage of the drug itself, as 
far as its cardiac effect is concerned. It seems 
that this overdosage can cause serious disorder 
whenever there is even the slightest myocardial 
deficiency which never produced any symptoms 
worth while. I decided, therefore, to include 
an electrocardiogram in the routine examination 
of prospective metrazol cases, even when there 
are no clinical symptoms of myocardial defi- 
ciency, 

According to the literature published, metra- 
zol treatment has caused very few fatalities up 
to date. It is important to keep its record clean. 

The intravenous injection of usually 5 c. c. 
of metrazol solution ought to be given quickly, 
in order to have the drug reach the brain in the 
highest possible concentration. I never had to 
go beyond a dosage of 7 c. c. in my hitherto ex- 
perience; it seems to me a rule to be generally 
established to keep the dosage as low as pos- 
sible, just because of the possible cardiac con- 
plication mentioned above. 


The seizure itself has all the characteristics of 
It is usually in- 
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itiated by slight coughing, which is followed 
by convulsive yawning; this already marks the 
beginning of the convulsions. The usual pat- 
tern of the latter includes a first clonic stage, 
followed by tonic convulsions, and terminated by 
a second clonic stage. After the spell is 
over, the patient still remains unconscious 
and, usually, after some minutes, goes into a 
stage of motor restlessness, tossing around, 
sitting up, trying to get out of his bed. After 
some minutes, when restlessness has passed, he 
goes into a stuporous state, obviously disorient- 
ed, not answering questions or obeying com- 
This may last for half an hour or 
more. Then he often goes to sleep and wakes 
up with complete amnesia for the attack, except 
for the aura-like discomfort or anxiety which 
introduced it. It seems that this aura is ex- 
ceedingly unpleasant, which accounts for the 
fact, observed by others as well as by me, that 
the patient’s resistance against the treatment 
often increases with every injection, 

The injections are given before breakfast, 
Alkalizing diet is 
supposed to~be helpful to induce the seizures; 
I do not believe, however, that it is necessary. 
The treatment consists of between 15 and 30 
We have, 
however, no actual knowledge about whether 


mands. 


two or three times a week. 


injections with subsequent shocks. 


these figures are right, as far as the lower and 
the upper limits are concerned. 


RESULTS OF TREATMENT 

The results of both the insulin and the metra- 
zol shock treatments seem to be equal, as far 
as hitherto literary reports can tell. Of course, 
the number of cases treated and published is 
by far lower for metrazol than for insulin. It 
is, however, to be expected that the ratio will 
be just the opposite in two more years, due to 
the fact that metrazol is so much easier to give 
and does not require any special apparatus, 
medical supervision for five or six hours a day, 
or specially trained nurses. 


I do not intend to give you an analysis of the 
Let me just 
mention the figures published at the beginning 
of the insulin era by Sakel and Dussik and 
by Muller of Munsingen. Sakel and Dussik re- 
ported in cases of less than six months’ dura- 


results published in the literature. 
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tion 73 per cent full remissions and 10 per cent 
social remissions; Muller, 76 per cent full re- 
missions and 9 per cent social remissions. In 
cases of six to 18 months’ duration, published 
by Muller, there were 53 per cent full remis- 
sions and 29 per cent social remissions. The 
number of relapses observed is given with 10 
per cent of the successfully treated cases. Re- 
lapsing cases, however, can undergo another 
shock treatment and be benefited, sometimes 
even more so than the first time. 


It might be interesting to compare with these 
first statistics of 
figures contained in recent American 
publications: C. M, Holmes? reports about 16 
Rockland State Hospital, of 
whom 11 were cured or improved. Most of 
them were cases of six months’ 
duration. Hastings* treated 41 patients in 
Pennsylvania Hospital; 15 of them recovered, 
six of whom relapsed. 


insulin treatment, some 


most 
patients from 


more than 


When 10 cases of long 
standing are excluded, the rate of improve- 
ment is 45 per cent. Freed‘ reports about 41 
cases from the Philadelphia General Hospital, 
29 of 


complete remissions. 


which were successful, including 16 


The majority of these 
cases were of more than six months’ duration. 
There was a partial recovery in a case of five 
years’ duration. There was also one fatality. 
Zozaya’ treated 13 patients in Gladwyne Colony, 
Pennsylvania; three were cured, four improved 

As can be seen, there is some decline in the 
reports, as far as the results are concerned. 
Still it has to be acknowledged that even the 


less brilliant successes are remarkable enough. 


DISCUSSION 

Criticism applied to the hitherto experiences 
may use two different lines of approach; the 
one refers to the diagnosis. Frostig, in his at- 
tempt to standardize the indication, method of 
treatment and notation of results, is not very 
definite as far as the problem of diagnosis is 
concerned. 
its actual difficulty. This seems to me to be 
almost insoluble in quite recent cases. I missed 
several occasions of giving shock treatment in 
cases of less than six months’ duration, simply 
because I felt that the existence of schizophrenic 


In fact, he does not even mention 
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symptoms still does not prove that this is a 
case of schizophrenia and not an acute toxic or 
metabolic process causing a schizophrenic re- 
action which is likely to clear up _ spon- 
taneously and never relapse. In order to 
utilize, statistically, cases of less than six 
months’ duration, the differential diagnosis 
would have to be discussed in all detail for 
every single case. I wonder how much of the 
statistics published about recent cases would 
remain if this rule were followed quite strictly. 
This objection holds, though to less extent, 
even for cases of between six and 12 months’ 
duration. Unfortunately, in those cases of 
“schizophrenic reaction” which recover spon- 
taneously after several months, the original 
diagnosis of schizophrenia, if it has been made, 
is usually changed afterwards. These cases, 
therefore, do not appear in the statistics of spon- 
taneous recoveries in schizophrenia as given by 
the hospitals. In order to be fair, one would 
either have to exclude from the statistics of 
shock treatment every case of less than one 
year’s duration, or one would have to include 
in the statistics of spontaneous recoveries from 
schizophrenia all those cases of acute or sub- 
acute, toxic, or metabolic psychoses which of- 
fered a schizophrenic picture and possibly would 
have been diagnosed as such, if they had not 


This, of 


course, would increase the rate of spontaneous 


recovered while still in the hospital. 


recoveries considerably above 10 per cent, 

One fact has to be mentioned which seems 
to favor our suspicion about the correctness of 
the diagnosis in many recent cases. Most re- 
ports agree in the point that paranoic types give 
better results than others. Now it is obvious 
that paranoid dementia precox with its delu- 
sions and hallucinations is more likely to be 
mixed up with certain forms of toxic psychoses. 
At least, one would have to exclude from the 
statistics the recent cases which had a rather 
acute onset with a delirious state. 

The second objection concerns the form of 
controls used in order to compare the rate of 
spontaneous recoveries with those due to shock 
treatment. It is remarkable that some reports 
about spontaneous recoveries go as high as 39 
per cent which comes already pretty close to the 
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rates of insulin successes. This may be partly 
due to differential diagnostic difficulties, 
which have been mentioned above. But we have 
also to consider another fact: The usual attitude 
of doctors and attendants toward chronically 
insane patients is one of resignation and hope- 
lessness. After the diagnosis of schizophrenia 
and the prognosis “incurable” is made, the 
therapeutic activity and the interest of the en- 
tire staff are more or less reduced to taking 
physical care of the patient. This is perfectly 
justified, considering the fact that the staff in 
most state hospitals is just sufficient, or not 
even that, to give full attention to the hopeful 
cases. This fact, however, is most unfortunate 
tor the so-called incurable patient. He is not 
supposed to improve, and so he does not. Of 
course, the attitude of the staff changes in the 
moment when recovery is considered possible, 
as, for instance, when the patient is admitted to 
the insulin ward. He comes under close ob- 
servation; every day the doctors and the at- 
tendants enter into conversation with him and 
try to elicit signs of improvement. This con- 
stitutes, by itself, some form of psychotherapy 
in addition to planful psychotherapeutic attempts 
which are combined, in some hospitals, with 
shock treatment. Who can tell how many of 
those apparently hopeless cases would have im- 
proved under this form of psychiatric treatment, 
without either insulin or metrazol? This cer- 
tainly constitutes a source of possible error in 
all statistics. It could only be ruled out by 
matching the number of patients who undergo 
shock treatment with an equal and, as much as 
possible, similar group of patients who are kept 
under exactly the same conditions, but without 
any shock treatment. Even thus, we do not 
know how to discard the naturally biased ex- 
pectations of the staff, which, as a psychologic 
factor on the latter’s side, may account for some 
unconscious discrimination between the treated 
cases and the control group. 

In order to obtain a really clear-cut picture 
of the effectiveness of shock treatment, this 
strict form of control will have, sooner or later, 
to be used on a large scale. We do not believe 
that the result will be really disappointing. At- 
tempts have been made at curing schizophrenia 
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by other methods, and they have proved rather 
msatisfactory, even without strictly critical 
methods of control. The almost unanimous 
confirmation of Sakel’s and Meduna’s results all 
over the world gives us hope that at least 50 
per cent of the enthusiasm aroused will be justi- 
fied by further observation. And this is already 
more than we would have dreamed of ten years 
ago. Furthermore, if it should turn out that 
therapeutic optimism and keen interest in every 
single patient is a necessary help and an es- 
sential factor of recovery, in case of shock 
ireatment as well as in the rest of them, this in- 
sight itself would be worth while. 


SUMMARY 


Insulin shock treatment and metrazol shock 
treatment have both proved to be very important 
attempts at the cure of schizophrenia in an en- 
tirely new way. The hope is justified that they 
mark a new era of psychiatric therapy. Careful 
indication is required in order to keep the rate 
of fatalities and undesirable complications as 
low as possible. Particularly, as far as metrazol 
is concerned, its direct stimulating effect upon 


the heart action and possible danger in case of 


latent myocardial diseases ought to be consid- 
ered. An electrocardiogram ought to be includ- 
ed in the initial general examination of every 
Final judgment about the value of 
In recent 


patient. 
these methods cannot yet be passed. 
cases, the problem of diagnosis still remains to 
be solved. In all cases concerned, proper con- 
trols ought to be used, matching similar groups 
or individual patients, treated and non-treated, 
in order to rule out the error which may arise 
from the curative effect of accidental factors. 
By the latter, the psychotherapeutic influence is 
meant, in its largest sense, including the psycho- 
logic attitude of the staff. 
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PROTAMINE INSULIN iN THE TREAT- 
MENT OF DIABETES MELLITUS* 


MANUEL GARDBERG, M. D. 
NEw ORLEANS 


Two years have passed since the introduction 
of protamine insulin in the treatment of dia- 
betes mellitus and, while final conclusions may 
not yet be justified, this period of trial is prob- 
ably sufficiently long to warrant at least tenta- 
tive evaluation of this material. Prior to the 
work of Hagedorn, diabetic patients requiring 
insulin were using only the unmodified prepa- 
ration of the pancreatic hormone now most com- 
It seems 
advisable before entering upon a discussion of 
protamine insulin, to review the properties of 
this “ordinary” insulin and to point out what 
can and what cannot be accomplished by its use 
in the treatment of diabetes mellitus. 

OLD INSULIN 

Quoting Peters and Van Slyke, “the maxi- 
mum effect is usually obtained about an hour 
after the administration of the drug . . . The 
action continues, growing rapidly less, for some 
hours.” In the early days of the use of “ordi- 
nary” insulin in the treatment of diabetes there 
prevailed both a tendency to minimize the per- 
iod of duration of the action of the extract and 
a tendency to exaggerate the ease with which 
a hypoglycemic reaction might be produced. 
When it was learned that the effect of the ex- 
tract lasts for some hours and that most often 
a rather large overdose could be given without 
precipitating insulin shock for several hours 
after a meal, the practice of making the morn- 
ing dose of insulin take care of both the break- 
fast and the lunch was adopted. In the same 
manner it was found that the evening dose of 
insulin could be made to take care of both 
the evening meal and the overnight rise of 


*Read before the Orleans Parish Medical Society, 
April 11, 1938. 
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blood sugar which is so common in people with 
moderately severe and severe diabetes. As a 
consequence, most diabetic patients were taking 
no more than two doses of insulin per day prior 
to the introduction of protamine insulin. There 
remained, however, the very severe group, par- 
ticularly the juvenile diabetics, who still required 
three or more doses of insulin daily. It was 
the existence of this group which stimulated the 
search for some means by which the action of 
insulin might be prolonged. Protamine insulin 
is the result of this search. For the purpose of 
this discussion it seems important to consider 
the use of protamine insulin in the two groups 
of cases separately. 


THE GROUPING OF PATIENTS 

Of those diabetics who are adequately man- 
aged with two doses of “ordinary” insulin daily, 
the milder group can be easily put on a single 
injection of protamine insulin. This group re- 
quires no further discussion. The more severe 
cases, i. e., those who require two large doses 
of insulin daily, present a great deal more dif- 
ficulty. The rearrangement of the diet and the 
insulin dosage to avoid severe reactions and at 


the same time to keep the urine sugar-free us- 


ually requires considerable time and patience 
both on the part of the patient and on the part 
of the physician. In addition, particularly in 
older patients, the use of protamine insulin in 
large doses may be attended by considerable 
danger. At this point it is necessary to state 
that two disadvantages accompany the use of 
protamine insulin in large doses in older per- 
sons, and in persons with heart disease. First, 
is the impossibility of predicting the time of oc- 
currence of possible hypoglycemic reactions; 
and second is the greater severity of hypoglyce- 
mic reaction in those using protamine insulin 
compared with those using “ordinary” insu- 
lin. Severe insulin reactions in these persons 
are often accompanied by disastrous cerebral 
and cardiac complications. A further disad- 
vantage common to all groups of cases but 
probably more important in the older group is 
represented by the fact that the use of large 
doses of protamine insulin requires even great- 


er care in observing the diet, and particularly in 
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timing the meals, than is necessary with the use 
of two doses of ordinary insulin a day. 

In view of these considerations it seems im- 
portant to examine closely the advantages which 
might accrue to these patients before deciding 
to change them over to protamine insulin. It 
would seem that the individual who maintains 
a constantly sugar-free urine with two doses of 
“ordinary” insulin a day is offered only one 
advantage by protamine insulin and that is he 
might reduce the number of injections from 
two to a single injection each day. It is true 
that with protamine insulin, the diurnal blood 
sugar is maintained at a more constantly low 
level than with “ordinary” insulin. Whereas 
this may appear to be an advantage it has actu- 
ally never been proved that such a state of af- 
fairs exerts any particularly beneficial effect. 
It certainly does not prevail in the normal in- 
dividual and therefore may actually be con- 
sidered unphysiologic. The advantage obtained 
by the reduction of the number of doses from 
two to one per day, which is purely a matter 
of convenience, will not outweigh the possible 
dangers in some of these cases. 

Protamine insulin is of greatest value in those 
patients with very severe diabetes, particularly 
the juveniles, who require three or more doses 
of ordinary insulin daily. With protamine in- 
sulin, many of the cases which could not be 
rendered sugar-free without the precipitation 
of frequent insulin shocks can now be satisfac- 
torily controlled with one or two injections of 
protamine insulin per day at times supple- 
mented by “ordinary” insulin. However, at 
this point it is necessary to emphasize that this 
problem has not been completely solved by the 
new form of insulin. 

In juvenile diabetics, it is occasionally im- 
possible to maintain the glycosuric state from 
day to day without the frequent occurrence of 
insulin reactions. This difficulty is probably 
in greatest part attributable to the marked daily 
variation which characterizes the physical ac- 
tivity of children. The influence of physical 
exercise upon the blood sugar of the diabetic 
taking insulin is well-known. That this effect 
of exercise is of sufficient magnitude to be of 
clinical importance is demonstrated by the oc- 
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currence of hypoglycemic shock following un- 
due exertion even in adult diabetics who have 
been under perfect control for a long time. It 
is a matter of common observation that children 
show glycosuria during days of comparative 
rest and that they develop hypoglycemic shock 
on days of strenuous activity. Hence it is not 
surprising that there has been found to exist a 
limit to the results that can be obtained with 
protamine insulin in some of these children 
with rather severe diabetes. 


EFFECTS OF PROTAMINE INSULIN 

The headaches encountered with the use of 
protamine insulin constitute only a minor dif- 
ficulty as a rule and can usually be eliminated 
by rearrangement of the diet or reduction of 
the dose of insulin. This phenomenon is en- 
countered in very few cases. Occasionally the 
injection of protamine insulin produces con- 
siderable reaction in the skin. This difficulty 
may often be obviated by introducing the ma- 
terial deeper in the tissues. 

The use of protamine insulin in the treat- 
ment of diabetics with surgical complications 
should not be attempted except by one who has 
had considerable experience with such cases. It 
should be obvious that protamine cannot be 
used in situations where immediate insulin ac- 
tion is necessary. Protamine insulin finds its 
greatest usefulness in surgical cases as a means 
by which the immediate postoperative period 
can be managed. The administration of a dose 
of protamine insulin just prior to the operation 
eliminates the danger of insulin reactions dur- 
ing the operation and renders the diabetes much 
easier to control during the succeeding twenty- 
four hours. This period with “ordinary” in- 
sulin alone is usually one of great uncertainty. 
The bulk of the burden of handling any surgi- 
cal case should be placed on “ordinary” insulin 
for the reasons first, that insulin requirements 
in these cases change rapidly in both directions, 
and second, because nourishment during this 
period is a matter of great uncertainty. 


COMA 


Diabetic coma is also an emergency demand- 
ing the rapid insulin action possessed by “ordi- 


However, protamine insulin 
may be of great aid in overcoming the uncer- 


nary” insulin. 


tainty which generally prevails a few hours after 
treatment has been instituted, when the patient 
is beginning to respond both chemically and 
clinically. Usually at this time we are more 
or less at a loss to know how much insulin to 
give. In utilizing protamine insulin to elimi- 
nate this dilemma a large dose of protamine in- 
sulin may be given at the time the patient is 
first seen and then treatment pursued with 
“ordinary” insulin, as if the protamine insulin 
had not been given, 
SUMMARY 

Protamine insulin makes it possible to keep 
under satisfactory control many diabetics who 
could not be controlled formerly with “ordi- 
nary” insulin alone. However, a few of these 
patients, particularly juvenile patients cannot be 
satisfactorily controlled even with protamine, 
although they generally do better than they did 
formerly with “ordinary” insulin alone. Pos- 
sible reasons for the difficulty encountered in 
the management of juvenile diabetics have been 
discussed. Protamine insulin makes it possible 
in many cases to reduce the number of injec- 
tions of insulin necessary, but certain disad- 
vantages which characterize the use of prota- 
mine insulin probably outweigh this advantage 
in elderly patients and patients with cardiac di- 
sease who require large doses of insulin. In 
surgical cases and in diabetic coma the useful- 
ness of protamine insulin is greatly limited, and 
should be attempted only by those with con- 
siderable experience. 

DISCUSSION 

Dr. Philip H. Jones, Jr., (New Orleans): I 
think Dr. Gardberg’s remarks on the subject of 
protamine insulin are very helpful and timely. It 
is to be expected that protamine insulin will con- 
tinue to be used, and we must therefore know 
something of its benefits and something of its 
dangers. 

The experience of most people using it is that 
the shock comes on more insidiously, can be ap- 
preciated by the patient with more difficulty and 
by the doctor with more difficulty. It is suggested 
that the symptoms and decline in blood sugar, 
arising more slowly, do not bring out the response 
from the adrenals that accompanies low blood 
sugar from regular insulin. It is these symptoms 
of adrenal action that are so spectacular in the 
usual insulin shock, and they are absent in pro- 


tamine insulin; the detection of shock is more dif- 
ficult to perceive. 





296 


On the other hand, we have a note of conserva- 
tism in the report of a certain group using prota- 
mine insulin for the treatment of schizophrenia. 
In the group of young schizophrenics, it was im- 
possible to bring on convulsions in approximately 
one-half, the duration of coma was shorter than 
with the regular insulin, and the degree of prostra- 
tion was much less than in insulin shock in schizo- 
phrenics treated with regular insulin. So it is 
learned from that experience that while protamine 
shock may come on unperceived, it will probably 
do as much damage as other kinds of insulin shock. 

It is quite possible that protamine insulin has 
increased the doctor’s difficulties in diabetes. On 
the other hand, patients are too keenly aware of 
the difference between one and two needle punc- 
tures a day to allow the use of regular insulin to 
go on when they can get protamine. Unquestion- 
ably, the greatest service of protamine is in bene- 
fiting the juvenlie diabetic, in many of whom the 
diabetic condition could only be controlled by very 
tedious adjustments of regular insulin, and oc- 
casionally this proceeds to the point where some 
of these children have to have insulin at midnight. 


Dr. Manuel Gardberg (In closing): I just wanted 
to emphasize that reactions produced by protamine 
insulin are dangerous, particularly in the elderly, 
cardiac group of diabetics. The degree of shock 
that the human organism can stand is really 
astounding. I have had the opportunity of produc- 
ing and observing insulin shock in the treatment of 
schizophrenia, and have found that young persons 
can stand a great deal more than I had thought 
they could. These patients are rendered complete- 
ly unconscious, to the point of continuous twitching, 
some to convulsions, and are kept in this condi- 
tion for periods lasting as long as two and a half 
hours. Yet, later in the same day they may be 
seen playing tennis. Older persons do not tolerate 
insulin shock nearly so well; cerebral and cardiac 
complications are common in older people with 
insulin reactions. I have produced heart failure, 
anginal attacks, and cerebral thrombosis with in- 
sulin in my own patients. In younger persons, re- 
actions five times as severe do no harm. 

In protamine reactions it is not necessarily the 
degree of insulin shock produced, but the great 
difficulty experienced in alleviating the shock, 
which is cause for concern. At times it is neces- 
sary to remain with the patient for as long as four 
hours and give the patient repeated injections, or 
administrations by mouth, of sugar, and to wait 
an hour or so after each administration to be sure 
that the patient will not relapse into shock. Old 
persons are not going to withstand such reactions 
very well. When we give protamine in large doses, 
the time that the reaction will occur is absolutely 
unpredictable; it may occur eight hours or it may 
occur 24 hours after injection, and during that time 
the patient is in some danger, if there is advanced 
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sclerosis or cardiac disease. Certainly, if we want 
to use protamine insulin in large doses in elderly 
sclerotic patients, or in patients with heart disease, 
the patient should be in the hospital. 





THE TREATMENT OF TULAREMIA* 


LEO N. ELSON, M. D. 
NEW ORLEANS 


Tularemia, commonly known as rabbit fever, 
tick fever, rat bite poisoning, deer-fly fever, is 
an acute infectious cutaneo-glandular disease 
caused by a specific organism the Bacillus 
tularensis, and characterized in the main by an 
initial sore, a pustule or ulcer, at the site of the 
infection followed rapidly by involvement and 
inflammatory swelling of the regional lymph 
glands with severe and lasting constitutional 
symptoms. The Bacillus tularensis affects pri- 
marily certain animal species, chiefly rodents, 
and it is transmitted to humans either directly 
by handling them dead or alive, or through the 
agency of certain insects, as ticks, flies, or 
fleas. 


CLINICAL CONSIDERATIONS 
Tularemia is a minor or a related form of 
bubonic plague with the following distinguish- 
ing characteristics: It is not as fulminating a 
disease as the one caused by the Bacillus plague, 
or pestis, as the disease very seldom spreads 
beyond the subcutaneous, regional lymph 
nodes; it is of by far longer duration and al- 
most tends to assume chronicity; and while it 
is also a septicemic disease and some types of it 
are purely septicemic with very few“local mani- 
festations, yet even in these types it is by far 
milder than bubonic plague. These purely sep- 
ticemic types can be diagnosed only by labora- 


tory methods, as the agglutination test, and not 
Lastly, in most cases of 
is an outstanding 


by clinical means. 
tularemia, the initial lesion 
feature of the disease. 

In a typical case of tularemia, a few days 
after the appearance of the initial lesion on an 
extremity, painful, red strips of cutaneous 
lymphangitis appear, “resembling a streak of 
lightning”, reaching from the initial lesion to 


*Read before the Orleans Parish Medical Society 
May 9, 1938. 
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the groups of lymph nodes, either in the axilla, 
inguinal or subclavicular regions, as the case 
may be. The lymph nodes swell to various sizes 
from a pea to a walnut, become very hot and 
painful and in course of time, about two to 
feur weeks, some of them undergo suppuration 
and abscess formations, thining out ‘under the 
overlying skin, and have a furuncle-like appear- 
ance. At this stage tularemia is truly a glandulo- 
cutaneous disease instead of in the beginning 
a cutaneo-glandular disease. The abscesses are 
opened or rupture spontaneously and the heal- 
ing of the lymph nodes would terminate the 
disease completely as it actually occurs in a 
number of cases, if not for the greater number 
of cases where the nodes remain indurated, 
stubbornly inflamed and painful, and the process 
of undergoing resolution and absorption is real- 
ly a matter of many months. For elaboration 
of pathology and epidemiology the reader is re- 
ferred to standard textbooks on this subject. 


OCCURRENCE 

It is not necessary to go into the geographi- 
cal distribution of tularemia, as it is an ubiquitous 
disease and occurs in every clime, every country 
in the world and in certain places at certain 
times assumes epidemic proportions, though in 
many places and many times it is not frequent- 
ly diagnosed and often not even suspected as 
I wish to emphasize that there are three 
classes of inflammations of subcutaneous 
lymphatic nodes, which are diagnosed and pass 
as other diseases, but which I believe, after 
thorough clinical investigation and laboratory 
searching, would prove to be in most cases of 
tularemic nature. These are: (1) cases that 
pass as glandular fevers; (2) inguinal adenitis 
(buboes) where and when the bubo remains 
indurated or only partially suppurating for a 
long time without undergoing resolution and 
with marked constitutional symptoms. In this 
class should be included also the tropical bubo 
of a certain type and (3) the type of furuncu- 
losis that arises in the subcutaneous lymph nodes 
with or without subsequent suppuration. The 
fact that so many patients have no typical initial 
lesions does not exclude tularemic origin, as 
the mere handling contact with infected animals, 
especially contact where the mucous membranes 


such. 
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are involved, as is well exemplified by tularemic 
conjunctivitis, suffices to cause localized, or 
even in rare cases generalized tularemic infec- 
tion. 
TREATMENT 

In order not to be dogmatic we must acknowl- 
edge the value of a drug, which has been used 
for generations, long before radiation therapies 
and vitamins were known, for all forms of in- 
flammations of the lymphatic system, from tu- 
berculous adenitis and any inflammatory enlarge- 
ment of the deep or superficial lymph nodes, to 
status lymphaticus and enlarged thymus. We 
must state that in most cases the results justified 
its use. This drug is syrup ferrous iodide. 
The ferrous iodide molecule apparently has an 
affinity for lymphatic tissue and once fixed in 
this tissue it will mature and drive out any in- 
flammation either by suppuration or resolution. 
With this thought in mind and realizing that 
tularemia is essentially a lymphatic disease, I 
began five years ago, in 1932, to use syrup fer- 
rous iodide in tularemia. The prompt and ex- 
cellent results obtained then in the first two 
typical cases of tularemia sufficed to convince 
me to use this drug ever since for quite a num- 
ber of typical and suspected cases with very 
good results. I feel that I am justified in stat- 
ing that ferrous iodide is a specific in tularemia. 


CASE REPORTS 

Case 1. Eunice A., white, 14 years old, a school 
girl, was brought from Slidell to New Orleans on 
September 18, 1932, with a history of chills and 
fever ranging from 103° in the morning to 106° at 
night. The patient showed general prostration, 
frequent delirium, enlarged glands, lasting already 
over six weeks. On physical examination she ap- 
peared normal in every respect except for a chain 
of hard swollen, extremely painful notes, in the 
back, along the left border of the spine and a few 
big ones in the left subclavicular space; four of 
the nodes were each larger than a walnut, some 
of them were nodulated, others of a uniform, 
smooth enlargement. No open sore could be found 
anywhere and the family could not recollect if she 
ever had any. Knowing that Slidell people 
consume a great deal of rabbit flesh. I asked 
the parents whether the child had handled any 
rabbits. They admitted that she raised rabbits as 
pets and also might have touched a dead rabbit 
while it was being dressed for food. No one else 
in the family, however, had been similarly affected. 
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The patient had had no other treatment previously 
as she was all the time taken care of by a chiro- 
practor who had consulted at last another chiro- 
practor, “who nodded his head in dismay.” Treat- 
ment was at once instituted as hereafter described, 
and in two days the temperature began to drop 
gradually; in two of the largest nodes, softening 
and fluctuation set in and after a few days, when 
pointing appeared, these were punctured and the 
pus was gently evacuated. At the same time, most 
of the other nodes began to undergo resolution 
and diminish in size in a spectacular way and in 
four weeks these disappeared completely without 
leaving a trace. The patient recovered and has 
been well to this day. 

Case 2. Agnes F., colored female, 32 years old, 
farm worker in East Baton Rouge Parish, came to 
the office on November 15, 1932, complaining of 
high fever and of big, swollen and painful “lumps” 
all over the chest. On immediate examination, her 
temperature was found to be 103°; small and large 
nodes were scattered in both subclavicular spaces, 
axillae and the right side of the neck; one large 
node was over the right suprascapular 
The patient said she had been sick for over two 
months and had had quite a few medical treat- 
ments attempted without easing her pain and gen- 
eral symptoms. She gave no history of an initial 
lesion, but admitted on questioning that she fre- 
quently dressed dead rabbits for food. The same 
treatment given in Case 1 was instituted at once, 
except that the patient refused to stay in bed. 
The same identical recovery resulted. Following 
this patient a number of colored people from the 
same parish were sent to be treated for tularemia. 


OUTLINE OF TREATMENT 

As soon as the initial lesion is diagnosed or 
even suspected, apply an absorbent cotton com- 
press constantly saturated and kept wet with 
If the 
lesion heals there and then, do not do anything 
else, but watch the patient for possible later de- 
velopments. 


1-1000 bichloride of mercury solution. 


If and when a lymphangitis ap- 
pears and the regional glands begin to swell, 
discontinue at once the local mercury applica- 
tion, and use a local well diluted tincture iodine 
application or still better a colloidal iodine 
ointment, well known under the trade name of 
iodex ointment, for the reason that a local mer- 
cury with an internal iodide never go together, 
On the 
swollen lymph nodes the best application, not 
to encourage suppuration, is a compress of lead- 
water and opium, made after the following 
formula: 


as it makes a harmful combination. 


region. ° 
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R Tr.Opii. 1 oz. 
Liquor Plumbi Subacetatis q.s. 3 oz. 
M.Sig. 1 dram to glass, 8 oz. of water and 
apply every four hours. Alternate with com. 
presses of weak solution of soda or lime hy. 
pochlorite. 


Now start the internal medication, which js 
as follows: 
R Syr.Ferri Iodidi (U.S.P.) 2 oz. 


Sig.25 drops in % glass of water given after 
meals. 


Give to children according to age, although 
they tolerate large doses. 

Caution: The local lesion, the swollen 
nodes, if not suppurating and pointing, should 
not be incised, as the infection may spread and 
result in septicemia. 

CONCLUSIONS 

1. Tularemia is a cutaneo-glandular and 
later a glandulo-cutaneous disease. 

2. It occurs more than is usually suspected 
and it is often confused with other diseases. 

3. It has many features in common with 
bubonic plague. 

4. In its treatment, the main reliance is on 
syrup ferrous iodide taken internally. 
opinion, this has proved to be a specific for 


In my 


tularemia. 
DISCUSSION 

Dr. G. H. Upton (New Orleans): I have seen 
only one case of tularemia. This patient presented 
only manifestations in the right eye. This patient 
had an uneventful recovery. Lymph nodes were 
found on the lower palpebral conjunctiva; these 
nodules presented themselves about thirty-six 
hours after cleaning rabbits and patient rubbed his 
eyes with his blood stained hand. The lymph 
nodes went on to resolution. No laboratory tests 
were made because no abscesses were formed. If 
an abscess formed and said abscess ruptured then 
laboratory smear would present B. tularensis; if 
not a culture would show a growth of B. tularensis. 

The doctor contributes a remedy for our arma- 
mentarium of therapeutics in the treatment of 
tularemia. 


Mercury in some form is one of the most used 
drugs in eye therapy, whether it is bichloride, am- 
moniate, yellow oxide or calomel as a dusting 
powder. Quite a bit of emphasis should be 
stressed upon the use of mercury locally when 
an iodide is given internally, on account of form- 
ing an insoluble red iodide of mercury which is 
very destructive to all mucous membranes, if coi- 
tinued fatal results occur. We should always be 
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sure to get a careful history to enable us to elimi- 
pate this possibility. 


Dr. Leo N. Elson (In conclusion): I have noth- 
ing to add except that I might say that just a few 
months ago I had two colored patients with tula- 
remia. They both denied history of venereal con- 
dition and upon examination I could not find trace 
of such a condition. One patient, after question- 
ing, told me that he had a lot of domestic pets and 
I learned there were fleas in his house. I have 
been treating these patients with the local and con- 
stitutional treatment such as I mentioned. Both 
eases were of the inguinal bubonic type, of two 
months’ duration. All through the sickness they 
hardly ever stopped working and after recovery 
were grateful for having avoided the ordeal of 
walking on crutches, as is the case, they tell me, 
with many others who are afflicted in a similar 
manner and in whom surgical intervention was re- 
sorted to. 


Dr. Upton mentioned tularemic conjunctivitis. 
I have had no experience with this. If I had seen 
cases of this type and had suspected tularemia, I 
would have had laboratory examinations made. 
Cases of this kind I would refer to the oculist for 
local treatment with a suggestion that constitu- 
tional treatment be applied as outlined in my 
essay. 





A REVIEW OF ROENTGEN PELVIME- 
TRY WITH SPECIAL REFERENCE 
TO PELVICEPHALOGRAMS* 


W. F. GUERRIERO, M. D.t 
and 
W. L. SMITH, M. D.? 
MONROE, La. 


Roentgen pelvimetry as a diagnostic procedure 
in obstetrics is almost as old as the very exist- 
ence of x-ray. In 1897, scarcely two years after 
Roentgen discovered the x-ray, Budlin pub- 
lished an article in which he brought out the 
fact that it was more important to know the 
shape and circumference of the superior strait 
than that of the anteroposterior diameter. This 
he concluded from the findings of a roentgeno- 
gram of a deformed pelvis. To us this was 
interesting since in the past five years a com- 
plete reversal to this very particular fact has 
occurred following Caldwell and Moloy’s excel- 


*Read before Fifth District Medical Society at 
Monroe, La., June 11, 1938. 
*From Monroe Maternity Welfare Clinic. 
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lent description and classification of pelves. 
Thus we are now beginning to realize something 
which was really propounded to 1897. 

In the same year Varnier made the statement 
that by x-ray pelvimetry it was possible to diag- 
nose certain conditions which it was impossible 
to do so by other means. 

Albert, in 1899, in his “Ueber die Verwertung 
der Roentgenstrahlen in der Geburtshilfe” (the 
use of x-ray in gynecology) advocated the use 
of the semi-recumbent position in order to get 
the superior strait in a parallel position with the 
film. He also used the upper margin of the 
fifth lumbar vertebra and the superior part of 
the symphysis as his locations for placing the 
His 
calculations were made by a mathematical pro- 
cedure in which known quantities, distance of 
superior strait from film, and focal distance of 
tube were used. Fabre and Fourchet in this 
same year described what is now commonly 
known as the Fabre method. Thus roentgen 
pelvimetry and its basic principles were estab- 
lished nearly half a century ago and is the 
foundation for the present incentive. 


superior strait in this parallel position. 


Hirsch discussing Thoms’ paper in 1922 di- 
vided the various methods of roentgen pelvime- 
try into five types: comparative, teleoroentgeno- 
graphic, frame, triangulation, and stereoroent- 
genographic methods. It is a complete classifi- 
cation and covers the field from the time of its 
inception. 

Moore has classified the procedure according 
to the recognized methods in vogue today. They 
are as follows: (1) methods based on mathe- 
matical calculations alone; (2) methods based 
on mathematical calculations associated with 
triangulation and stereoroentgenographic pro- 
cedures; (3) scale methods. 

There are at present two schools of roentgen 
pelvimetry, one striving to attain extreme ac- 
curacy by using very technical methods beyond 
the use of the average physician, but well adapt- 
ed to technical laboratories or in teaching hos- 
pitals; the other group striving for practical 
methods easily performed and requiring the 
least amount of technical procedure yet main- 
taining enough accuracy to be of practical value. 
However good each group’s reasons, the fact 
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still remains that to be of any value roentgen 
pelvimetry will have to be of such a nature as 
to allow of its use by the great majority of ob- 
stetricians before it may play its part in a re- 
duction of maternal mortality, 


Thoms, Moore and others believe every 
primipara should have the benefit of roentgen 
pelvimetry regardless of external measurements. 
If one will only study the works of Caldwell, 
Moloy, D’Esopo, Pieri, Thoms, Moore, and 
Ball there would be no question of this fact. 
Some even advocate the raying of all patients 
between the thirty-fourth to thirty-sixth week 
of pregnancy. This we believe to be an excellent 
suggestion if and when means to do this are 
possible. By following this it is possible to de- 
termine and diagnose the position of the fetus, 
the probability of multiple pregnancy, the pos- 
sibility of malformed fetus, and last the size 
and shape of the true pelvis with evidence of 
any disproportion between fetus and pelvis. 

If one follows the best antenatal care with 
pelvimetry at the thirty-fourth to thirty-sixth 
week a definite course of attack can be planned 
should some abnormality exist. A few years 
of such a plan should show a definite improve- 
ment in the final results as to fetal and maternal 
mortality. 

However, it should be understood that roent- 
gen pelvimetry should always be used not sole- 
ly alone but in conjunction with the clinical 
findings and with a careful consideration of 
each patient, as only in this way can good re- 
sults be obtained. 

TYPES OF PELVIMETRY 

At present there are many different types of 
pelvimetry which shows that the best and simpl- 
est method has yet to be worked out. In 1931 
Hooton of England described a purely mathe- 
matical procedure where ordinary anteropos- 
terior and lateral roentgenograms are made. All 
measurements are then computed from a mathe- 


matical formula. It is one of the simplest 


methods yet devised. Rowden, also of Eng- 
land, about the same time worked out a scale 
type of pelvimetry which is simple but demands 
a little more technical knowledge of radiology. 
Walton, of Baltimore in 1931, worked out a 
method based on the use of a distorted graph 
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scale but it likewise is somewhat technical, 
Thoms has probably been one of the foremost 
advocates of pelvimetry of the modern day, 
His contributions have been many and he has 
always adhered to procedures which have been 


practical. His lead scale method has been the 
most popular method in ‘this country but it is 
still a technical procedure for the average ob- 
stetrician. Moore, in 1933, devised a pro- 
cedure similar to Thoms’ in that a sheet lead 
scale is superimposed in the plane of the pelvic 
strait but differs in the type of plate used anb 
the method of making the measurements. 


In all of the above stated procedures except 
one the use of a scale and the technical pro- 
cedures involved make them inaccessible to the 
majority of obstetricians. 


We have been interested in the Ball pelvice- 
phalogram as a form of roentgen pelvimetry. 
In 1935 Ball first published his method and in 
1936 reported a series of cases with a few 
changes in the technic. This type of pelvimetry 
and fetal cephalometry affords a comparison 
between the volume of the fetal cranium and the 
volume capacity of two pelvic diameters, that 
is, the true conjugate and the bi-ischial spine. 

In the human female pelvis, except in the 
funnel type, the true conjugate or the bi- 
ischial spine is always the smallest diameter. 
Thus if these two diameters are measured, it 
is easy to calculate the volume of a sphere which 
could be placed in a space that size. When 
the fetal cranium and pelvic diameters have been 
measured in units of volume and volume ca- 
pacity, respectively, a definite fetal cranium- 
diameter ratio is involved. 

From this it is simpler to think of the me- 
chanism of labor as a passenger of a certain 
volume (fetal cranium) passing through a pas- 
sage (pelvis) of a certain volume capacity. By 
Ball’s method this can be determined two to 
four weeks before term with the use of a graph 
to estimate any increase in fetal volume as term 
approaches. 

Since teleoroentgenography is not available 
to the average roentgenologist or obstetrician 
and since radiography of the pregnant pelvis at 
much reduced target-film distances results in a 
considerable degree of distortion, some method 
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by which films made in an uncomplicated fash- 
jon can be corrected for distortion is highly de- 
sirable. We believe that the pelvicephalometer 
devised by Ball adequately fulfills the require- 
ments and that pelvicephalometry done by his 
method is not only the most practicable but also 
the most accurate of any of the methods de- 
scribed up to the present time, 

In the case of films made at a shorter target- 
film distance than six feet a varying amount of 
distortion results in the radiographic image so 
produced. Three variable factors enter into 
the production of this distortion: (1) target- 
film distance; (2) the target-object distance; 
and (3) the object-film distance. If one of 
these three variables is made constant (target- 
film distance) the other two factors can be cor- 
rected by means of a correction chart plotted 
with rectangular or polar coordinates. 

The Ball pelvicephalometer is essentially a 
circular chart or calculator engraved upon a 
metal disk by means of a linear or 
spheroid radiographic image can be measured 
and its magnification corrected. Space does not 
permit of a detailed description but one may 
familiarize himself by consulting Ball’s last 


which 


thesis. 

After using the pelvicephalometer we have 
available the volume of the fetal head in milli- 
liters (V. C. F. H.), the volume capacity of the 
smallest pelvic diameter in milliliters (V. C. S. 
P. D.), the volume capacity of the largest pel- 
vic diameter in milliliters (V. C. L. P. D.), the 
mean perimeter of the fetal head in centimeters 
(M. C. F. H.), and the true conjugate and bi- 
ischial spine diameters in centimeters. By using 
the formula, true conjugate plus bi-ischial spine, 
we obtain the type of pelvis which is either 
classified as 1+, 1 or 1-. 

From a consideration of these factors, the 
pelvic architecture and the clinical findings, we 
are able to arrive at a fairly accurate opinion 
as to the outcome of each case, and whether or 
not delivery can be safely accomplished through 
the natural channel. 


We have now used the pelvicephalometer in 
sixteen different instances on fourteen cases. 
Usually these have been performed at between 
the thirty-sixth to thirty-eighth week of preg- 
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nancy. These cases have consisted principally 
of primipara who were clinically listed as “bord- 
erline” with some doubt as to the outcome of 
labor. 

In this group the youngest patient was 13 
years of age and the oldest 41 years of age. 
There were three multiparas, two white and one 
colored, and 13 primiparas, eight white and five 
colored. 

Of these sixteen cases in only one was a 
misinterpretation of the outcome made. This 
was in a colored primipara aged 17, in whom 
we believed a positive arrest at the outlet would 
occur necessitating forceps, but after 16 hours 
of labor, the patient delivered a 9%4 pound male 
infant with the aid of low forceps. In recheck- 
ing this case, we found that the large posterior 
pelvis accounted for the error. 

It is not possible to present tables of results 
as space does not permit. Suffice it to say that 
the infant’s weight was depicted with only a 10 
per cent error and the size of the fetal skull 
with an error of 5.8 per cent. 

A brief summary of one case is presented in 
which the value of such pelvicephalometry is 
demonstrated. 

CASE REPORT 

White primipara, aged 24, external and internal 
measurements indicated possible elective section. 
At the thirty-eighth week, the V. C. F. H. was 
462.7 mil, the V. C. L. P. D. 600 mil, the V. C. S. 
P. D. 465 mil, the M. C. F. H. 30.1 cm., the true con- 
jugate 10.3 cm., the bi-ischial spine diameter 9.5 
cm., probable weight of the fetus 7 Ibs., 1+ type pel- 
vis, and probable sex female. After consideration 
of pelvic architecture and the above findings a 
normal delivery with outlet forceps was predicted. 
Two weeks later the patient had a three hour la- 
bor with outlet forceps. The fetus weighed 7.8 
pounds and was of the female sex with a M. C. F. 
H. of 31.75 cm. 

SUMMARY 

We do not wish to leave the impression that 
this is a technic that one can rely on alone, but 
urge that one’s clinical findings should first he 
given precedence and the pelvicephalometer used 
as a further aid in depicting the eventual out- 
come of labor. 

By presenting a series of cases, though small, 
we hope to arouse further investigation of this 
method which we believe has great potentiali- 
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ties. Since this was written Dr. J. Irving 
and Dr. W. Guerriero have employed this tech- 
nic in over 100 cases at Charity Hospital, New 
Orleans, with equally good results. 
be presented later, 


These will 
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THE DIAGNOSIS OF RABIES* 


JOHN H. CONNELL, M. D.+ 
NEW ORLEANS 


Over the past ten years, there has been a 
marked increase in the incidence of rabies in 
both animals and man in the United States. 
This increase has been especially marked in the 
southern states. In Louisiana, for instance. 
there has been a gradual rise in the number of 
animals showing rabies during the past decade, 
until, in the year 1937, there occurred a rather 
extensive epidemic of rabies in dogs in the Par- 
ish of Orleans and its immediate vicinity. 


When a disease is on the increase, it is obvi- 
ously important that the medical profession 
should be made aware of certain facts concern- 
ing it and more especially its diagnostic criteria. 


DIAGNOSIS IN ANIMALS 

The greatest incidence of rabies occurs na- 
turally in the disease’s most receptive host,— 
the dog. However, other animals such as cats, 
cows, horses, mules, pigs or rats may he in- 
fected by rabies. In animals, the diagnosis is gen- 





*Presented before the fifty-ninth annual meet- 
ing of the Louisiana State Medical Society on May 
3, 1938 at New Orleans. 

+From the Pasteur Institute, Charity Hospital 
of Louisiana, and the School of Medicine, Louisi- 
ana State University, New Orleans, La. 
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erally rather simple. Given a history of contact, 
especially active combat with another animal, 
followed in the course of 14 to 21 days by un- 
toward symptoms is always to be considered as 
presumptive evidence of rabic infection. These 
untoward symptoms may generally appear as 
of two different types, depending upon the re- 
action of the individual’s nervous system to the 
obnoxious agent. The symptoms which are 
usually considered most common of rabies in 
animals, but which actually occur less frequent- 
ly, are the so-called active ones in which the 
animal goes wild and terrorizes an entire neigh- 
borhood. The usual type of symptoms presented 
by rabies in animals is important to remember. 
These consist of indifference, drowsiness, gen- 
eral apathy, and the animal appears quite in- 
nocuous. For that reason animals so afflicted 
are liable to be treated in the home. Their 
saliva, it should be remembered, is as infectious 
as that of the animal exhibiting the wildest type 
In so far as clinical sympto- 
matology is concerned, I do not believe that it 


of symptoms. 


is possible in every case to make a positive 
diagnosis. I know that our veterinarian friends 
de not subscribe to this idea, but I speak from 
The only 


manner of positively arriving at a diagnosis in 


a varied and extensive experience. 


an animal is by histologic examination of its 
brain. If the animal has rabies, the so-called 
Negri bodies are present in certain of its brain 
cells. I need not here enter into any elaborate 
explanation of that which Negri bodies are; 
suffice it for us.to remember that there is still 


much argument as to whether these bodies are 
actually structures or represent 
simply degenerative changes occurring as a re- 
sult of virus activity. Naturally it is import- 
ant that the histologic examination and the 
preparation of the material for examination be 
done by persons thoroughly competent and ex- 
perienced. Special staining methods must be 
used in order properly to demonstrate the 
Negri bodies. It must be remembered that an 
animal’s saliva may be infectious, and probably 
is in numerous cases, before the appearance of 


preformed 


Negri bodies in its brain; that is the reason 
why one should be ever cautious in dealing with 


animals that are suspected of having rabies. 


Destroying such animals before well developed 
symptoms always is dangerous because it pre- 
cludes the possibility of allowing the appear- 
ance of the diagnostic changes in the brain 
cells. 

Another important method of diagnosis of 
rabies in animals is by means of inoculating 
emulsions of their brain into other susceptible 
animals and to note the development of the di- 
sease by the typical histologic changes in these. 
That method, of course, is more time consuming 
since the incubation even after intracerebral in- 
jection of such suspected material may be long 
drawn out. 


DIAGNOSIS IN MAN 

Human rabies, of course, is fatal in every in- 
stance. Its exact incidence is difficult to de- 
termine. In the Charity Hospital we have had 
five deaths from rabies over the last five years. 
The diagnosis of rabies in humans has been 
made more frequently than this over the past 
five years, but it was only in five of the cases 
so diagnosed that the substantiating and biolo- 
gic evidence was adduced. 

The clinical diagnosis of rabies in man de- 
pends especially upon eliciting a history of ex- 
posure. The incubation period varies and usu- 
ally bears relationship to the site of injury, 
wounds of the face and head showing shorter 
incubation periods than those of the extremities. 
It is generally stated that the incubation period 
varies from 21 days to six months and there is 
recorded in the literature cases with positive in- 
cubation periods of as long as two years. Seven 
weeks has been the longest period of incuba- 
tion of human rabies that I have observed. At 
the onset of rabies in man there is generally 
slight temperature, and nervous phenomena, 
these latter developing rapidly into a state of 
apprehension; such apprehension is not psycho- 
logic but depends upon actual changes occurring 
in the central nervous system. At this stage the 
patients present a peculiar, fearful, staring 


appearance. Disorientation with consciousness 
generally follows, this being characterized by 
extreme talkativeness. Near the end there is 
inability to swallow due to the paralysis of the. 
muscles. Convulsions, 


pharyngeal generally 





304 


terminal, are not common. When the diagnosis 
is once established, the temperature ranges from 
101 to 103 degrees F. Rigidity of the neck is 
seldom, if ever, present, and the spinal fluid is 
generally not under increased pressure and is 
usually negative in so far as increased cell count 
or globulin is concerned. From the onset of 
prodromal stage, until death, there is rarely more 
than 72 hours. 


Within the past year 1,305 individuals in 
and around the Parish of Orleans were given 
prophylactic treatment for rabies following in- 
juries by proved rabid dogs. During the course 
of treatment, as can be expected, we have noted 
the occurrence of other diseases; for instance, 
we have seen pneumonic processes with cere- 
bral irritation, malaria, and poliomyelitis, de- 
veloping during the course of antirabic vacci- 
nation. None of these naturally could be at- 
tributed to the therapeutic agent used. As in 
the animal, the final definite diagnosis of rabies 
in the human can be made only by study of 
histologic sections of the brain, or by biologic 
test through animals. An experienced patholo- 


gist need never have difficulty in differentiating 
rabies from poliomyelitis, postvaccinal encepha- 
litis, and meningitis of various types. 


CONCLUSION 

Let me sign a note of warning regarding in- 
discriminate use of prophylactic antirabic vac- 
cination. It is well established that a certain 
number of patients who have been given killed 
or attenuated rabic virus in prophylactic in- 
oculations develop local paralyses or fatal en- 
The exact cause of this is not de- 
Some ascribe such postvaccinal ac- 


cephalitis. 
termined. 
cidents to foreign protein; others to the virus 
itself. Be that as it may, it is an established 
fact that in no such case can Negri bodies be 
found, and no incident has ever been recorded 
where the inoculation of brain emulsions from 
patients so afflicted into animals susceptible to 
rabies caused development of the disease. Rabies 
is an important public health problem. It is 
one that can not be taken lightly by health au- 
thorities, and it behooves us, as physicians, to 
use every means within our power to educate 
the layman regarding the danger of the stray, 


free dog. There can be no doubt but that the 
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most efficacious method of combating rabies js 
by ridding communities of its stray animals. 


DISCUSSION 

Dr. Allan Eustis (New Orleans): I merely wish 
to ask whether or not prophylactic vaccine given 
to dogs is efficacious? I am constantly being asked 
this by my patients, and I have dogs of my own 
which have been given the vaccine. 

Dr. C. S. Holbrook (New Orleans): I wanted to 
ask Doctor Connell whether dogs are sometimes 
carriers of rabies which did not actually develop 
the disease? It has been said that this occasional. 
ly occurs. In withholding treatment, if the dog 
does not develop rabies in ten days, is one safe in 
considering the individual does not require anti- 
rabic treatment in the course of ten days or s0? 
I have seen this contradicted recently in the litera- 
ture. 

I think we are extremely lax in our public health 
measures, and the fact that we are having so much 
rabies in our community is a blot on our scientific 
appreciation of what one can do. In the British 
Isles, England, Scotland, and Wales, rabies has 
been practically eliminated by the proper control 
of dogs. There is a terrible amount of rabies in 
this community. Something oughf to be done about 
it! 

Dr. S. J. Couvillon (Moreauville): When a per- 
son is bitten by a dog, he immediately thinks the 
animal has rabies and he recommends that the 
dog be killed right away, if there is a way to catch 
it. Of course, the head is sent down here to the 
city for a laboratory test and diagnosis. It is un- 
necessary to mention that invariably the Teport 
proves positive. 

I want to ask Doctor Connell if he would not 
regard it more practical and economic, in any event 
the dog is presumed to have rabies, that this dog 
be tied, locked up for the necessary number of 
days, in order to determine whether or not hydro 
phobia is present? 

Death of the animal in about a week is a con- 
clusive and positive proof that rabies is present 
when actions have to be taken. In the alternative, 
there would be no need of sending the specimen 
to a laboratory, nor would it be necessary for the 
victim to take the treatment. 

Dr. Charles J. Bloom (New Orleans): I hap 
pened to have had one of the children who suc- 
cumbed to rabies, about the time of Mardi Gras. 
I am rather interested in bringing this to your at 
tention for several reasons. First of all, in our 
particular case the animal was not a dog but 4 
cat. This little girl, on January 4, while on her 
way home from school, childlike, stooped over t0 
pet a cat. The cat bit this little girl on her 
finger. Attempt was made at that time to secure 
the cat for observation, but, unfortunately, they 
were not able to. That was on January 4. The 
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child was sent for treatment on the afternoon of 
the fourth, and active treatment was begun on the 
fifth and was concluded on January 19. 

Calculating that in the United States there are 
40,000,000 cats, in New Orleans there should be 
about 100,000 to 110,000 cats. Of this number 5 
per cent are rabid; that would make probably be- 
tween 5000 and 6000 cats in New Orleans that are 
rabid. 

An interesting thing in this case is that the 
child showed no evidence of rabies until February 
24, more than a month after the last administra- 
tion of the prophylactic treatment. It might be 
well also to know that the onset of the child’s 
ilmess simulated mild rheumatic fever. She was 
stricken on Saturday afternoon, had 99° tempera- 
ture, accelerated pulse, and slight pain in the 
right ankle. Sunday morning, her temperature 
had not risen. The pain in the right ankle was now 
supplemented by pain in the left shoulder and left 
ankle; pulse still rather fast. And then in the 
afternoon, she began to experience some difficulty 
in swallowing. That afternoon late, she became 
very much excited and it was necessary to give a 
hypnotic. On Monday, two days after she was 
stricken, she had marked difficulty in swallowing, 
and after Tuesday, she lapsed into a subconscious 
state. 

I hope the various Parish Boards of Health will, 
in conjunction with the State Board of Health, 
reach some method by which these rabid dogs and 
cats can be caught and killed, and also, that a law 
will be put into effect whereby privately owned 
animals must be immunized at stated intervals. 


Dr. G. H. Hauser (New Orleans): I want to 
congratulate Doctor Connell on this excellent paper 
and upon the timeliness of bringing it before the 
association. Many points should be emphasized in 
rabies, but first of all, that rabies is unquestionably 
increasing in the city and the state. About ten 
years ago, I brought this matter before the associa- 
tion and the paper which I read at that time called 
forth considerable discussion as to the method of 
treatment, as to whether live virus or dead virus 
should be used. I think since then it has been 
shown that practically all methods of treatment are 
by some active form of virus; there is no dead 
virus on the market. At that time, it was thought 
if the method used was dead virus, or the Semple 
method, paralysis would occur. However, it has 
been found that this condition occurs following 
treatment by other methods. This type of paralysis 
can be demonstrated very accurately and differ- 
entiated from rabies in these cases. In the paraly- 
sis, an ascending type of paralysis is present which 
results in death when the medullary centers are 
reached. In rabies, the symptoms are those de- 
scribed by Doctor Connell. One important thing 
to remember is that in human rabies, there is the 
symptom of hydrophobia. The patients have dif- 


ficulty in drinking, which can be demonstrated by 
bringing them a glass of water and they go into 
eonvulsions of the muscles of the throat. The 
lower animals do not have this. The animal dy- 
ing from rabies, either the active form or dumb 
rabies, will drink water almost at the time of 
death. 

Do not depend upon the veterinarian’s examina- 
tion. It may or may not be correct. Always have 
it confirmed by microscopic examination, even if 
it is necessary to go back and dig up the animal. 

Another point Doctor Connell brought out, as 
did one of the other speakers, is not to kill the 
dog too soon. The Negri bodies become more sharp- 
ly defined as the disease progresses. It may be 
difficult to make a diagnosis if the dog is killed 
too early. The dog should always be observed for 
several days. The only thing to remember is this: 
If the bite is about the face, the type with which 
you are dealing is of short incubation. I would re- 
commend that treatment be started at once, and, if 
the diagnosis proves negative, treatment can be 
discontinued. Whereas, if the diagnosis is positive, 
you have gained a few days. Usually the diag- 
nosis, especially if made by smear preparations, 
can be demonstrated within a few hours. - 


As to the public health problem, this seems to 
be a matter that is strictly up to the American 
public. Doctor Holbrook mentioned a fact which 
is well known, that is the elimination of rabies 
in England and its prevention in Australia. If you 
will go back to the records, you will find we have 
laws to prevent the spread of rabies, but the ques- 
tion is to get enforcement. Muzzling dogs was at- 
tempted here and proved a failure. Since the time 
of Dr. Dowling many years ago, strenuous efforts 
have been made to decrease the incidence of rabies, 
but the public does not cooperate as it should. 
Recently, in the City of New Orleans an attempt 
was made to reduce the number by vaccinations 
and destruction of stray dogs and it is hoped this 
will give results. 

Dr. John H. Connell (In conclusion): As to the 
first question, as to whether or not the prophylac- 
tic vaccination of dogs is efficacious, which was 
asked by Dr. Eustis, to the best knowledge of 
the authorities who have experimented on it, it is 
believed that apparently immunity is secured in 
50 per cent of the animals so vaccinated. This is 
a variable statement and not definite. However, 
I have seen many animals in the course of the 
last year which had prophylactic vaccination, and 
which succumbed to rabies. Nevertheless, it is a 
worthwhile procedure. It is the type of vaccination 
that these animals get. The human receives 14-28 
injections to get immunity. I do not understand 
how fair-minded authorities can think that one 
injection will give immunity to the dog. Conse- 
quently, among friends of mine, I have inoculated 
their animals with the same type of virus used in 
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humans, incculating four to five times in the course 
of ten days, and, to my knowledge, I know of no 
cases of rabies occurring in such animals thus 
Inoculated. 


In answer te Doctor Holbrook, as to dogs carry- 
ing rabies who actually have not rabies, it has 
been the experience in this country that rabies 
once contracted is fatal. I believe this can be 
stated as a fact inasmuch as the dog is the animal 
most susceptible to rabies. If the animal has 
rabies, it will be dead in two to three weeks. There 
are, however, many accounts in the literature of 
carriers in rabies, accounts coming from Brazil, in 
which bats have been found carriers of rabies. 
Such bats can carry the virus a year or longer 
periods of time without succumbing to the disease. 
In a report I read recently on diseases simulating 
rabies, it is said this is a new virus disease in 
Brazil and this disease affects cattle and very 
rarely humans, and actually is different from 
rabies. Therefore, I cannot say rabies can be car- 
ried without proving fatal. 


Doctor Hauser answered the question about not 
killing the animal immediately. It is very im- 
portant that the histologic and pathologic disease 
in the brain develops along with the development 
of the symptoms, and that the animal be locked up 
until the development of the symptoms, because it 
is very difficult to make a diagnosis in the early 
stage of the disease. 


As to what is considered exposure to the animal 
and what cases should be treated when exposed, the 
only answer to this is one of experience. I have 
answered that question for the civilian population 
at the Pasteur Clinic, during which time we have 
had many thousands, 30,000 to 40,000, exposed 
to the disease. An individual exposed to the 
disease, to my mind, is one with any abrasion of 
the skin coming in direct contact with the animal’s 
mouth; these cases are treated at the clinic. Other 
individuals who merely pet the dogs, are not con- 
sidered as exposed, and are not treated unless the 
skin is broken. 


In answer to Doctor Bloom’s question about his 
case, supposedly rabies, I do not like to take issue 
with Doctor Bloom on that, but I believe the case is 
questionable. It is known that cases occur in which 
there has been prophylactic vaccination; two cases 
I know had a full course of rabies vaccination. I 
do not believe a definite criterion of histologic and 
bacteriolegic examinations of his case was carried 
through. I attempted in that case to get material, 
because the case was treated in my department, 
and I was not able to get material from the autopsy. 
In a similar case before I found the child died 


of encephalitis and not rabies. 
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DEUTEROPROTEOSE IN THE TREAT. 
MENT OF PNEUMONIAS* 


CLYDE BROOKS, M. D.7 
New ORLEANS 


Encouraging results have already been re- 
ported from the use of deuteroproteose in the 
treatment of the pneumonias.:*3 Great reduc- 
tion in death rates, with the cases running a 
milder and a shorter course and with fewer 
complications and sequelae have been found in 
a series of 1807 cases of pneumonias, one-half 
of which were treated with deuteroproteose 
while the other half received no deuteroproteose, 
being used as controls, 

It is the purpose of the present paper to re- 
port further progress of this work, and also to 
attempt to elucidate the nature of the actions 
of deuteroproteose in such cases. The mortal- 
ity tables and graph indicate results both of 
controls and deuteroproteose-treated cases of 
both lobar and bronchial pneumonias, in dif- 
ferent age groups, and also summarize mor- 
tality rates for the whole series. 

MORTALITY TABLES IN PNEUMONIAS (1807 CASES) 

Cases Treated with Deuteroproteose Compared with 


Control Cases Which Received No Deuteroproteose 
LOBAR PNEUMONIA (594 CASES) 
Control Cases Which 
Received No 
Deuteroproteose 





Cases Treated with 
Deuteroproteose 
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*Read before the Orleans Parish Medical Society 
April 11, 1938. 

+From the Louisiana State University, School of 
Medicine, New Orleans. 
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BRONCHIAL PNEUMONIA (1213 CASES) 
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same proportion from each age group, the same 
proportion of lobar and bronchopneumonias. In 
short, in all essential matters, the controls were 
similar to the patients treated with deuteropro- 
teose. 
SELECTION OF CASES 

The cases were not selected with a view ol 
getting any particular type or form of pneu- 
monia, but all cases which were admitted and 
were available were accepted and included. The 
purpose was to get a cross section of all cases 
just as they entered the hospital, including all 
ages, all colors, both sexes, and all forms, and 
all conditions, and all stages of pneumonia. All 
patients were treated similarly, the only es- 
sential difference being that one-half of the pa- 
tients received the deuteroproteose, while the 
other half received none, 
to the 
skilled 


All patients were treated according 
best routine of the hospital, including 


PERCENT 
00 


BRONCHIAL PNEUMONIA 
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CHART 1 
Mortality tables showing death rates for both lobar and bronchial pneumonia, and for different age groups, 


both for the deuteroproteose treated cases and also for the controls 


through courtesy of Southern Medical Journal). 


which received no deuteroproteose. (Cut 





In this series of pneumonias the controls were 
obtained by taking the same number of similar 
cases, at the same time, from the same or 
similar wards, from the same strata of society, 


the same proportion of negroes and whites, the 


medical care, nursing, hygiene, oxygen, and such 
other measures as were deemed helpful. 

To those who hold the view that alternate 
cases should be employed as controls, it may be 
pointed out that at least one very valuable and 
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important paper on pneumonia had no controls. 
The paper referred to is that by Cole and 
Dochez* in which they confirmed the results 
previously published by Neufeld and Handel® 
showing the curative action of type specific 
And furthermore Cole and Dochez had 
only seventeen cases in their series, three of 


serum. 


which they discarded, leaving only fourteen 


cases in the series. But they said their results 
were unmistakable, showing beneficial curative 
action on ten cases of type I pneumonia which 
recovered, but having no effect on one patient 
with type I pneumonia who died. 

Cole and Dochez were correct, although at 
first Locke,® who repeated their clinical tests, 
found the serum had no effect on the death rate 
in pneumonia. Later work has fully confirmed 
the work of Neufeld and Handel, and of Cole 
and Dochez, but has showed that 
treatment with specific serum depends on early 
application of the serum (in the first three days 
of the disease). 

Alternate cases is a sound plan for controls 
in a series of experiments where groups of white 
mice, all of uniform weight and age, of the 
same stock, and on the same diet, are inoculated 
doses of the same 
culture, of the same strain of virulent pneu- 
mococcus. But in a series of pneumonia pa- 
tients of different age groups, of different 
races, of different forms, and different stages 
of pneumonia, the plan of alternate cases for 
controls is not applicable. The plan of in- 
cluding all ages, all forms, and all stages of 
pneumonia in our series is significant, because 
the results from such a series indicate that the 
deuteroproteose treatment is applicable to all 


successful 


with accurately measured 


forms of pneumonia occurring in the whole 
community. deuteroproteose 
treatment should be effective in reducing the 
general total death rate from pneumonias when 
used in pneumonia control work including the 
whole community. 


Therefore the 


THE TREATMENT 

The deuteroproteose treatment is very simple 
and easy of application. Because the deutero- 
proteose is practically non-toxic, even when used 
in the largest therapeutic doses, there are no 
contraindications to its use. And because all 
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forms of pneumonia are treated similarly, there 
is no need for typing in carrying out the treat- 
ment. This simplification makes the deutero- 
proteose treatment for pneumonias applicable 
in out-patient services, in camps, in any other 
remote or underprivileged place, where skilled 
medical care, nursing, and other helpful facili- 
ties and services are not available, 

The method of using deuteroproteose in the 
treatment of pneumonias consists essentially in 
injecting parenterally appropriate doses of a 
10 per cent sterile solution of deuteroproteose. 
The injection should be started at the earliest 
possible opportunity, for pneumonia is a rapidly 
fatal malady, and delay in starting the treatment 
may mean a fatal result. The injections are 
usually made intramuscularly. However they 
may be made intravenously if preferred, and 
the intradermal route is also available for those 
who wish to employ it. Somewhat smaller ini- 
tial doses are used if the intravenous or in- 
tradermal routes are to be employed. 

The doses for adults for pneumonias of ordi- 
nary severity in our series have usually been 
2 c.c. of the 10 per cent solution of deutero- 
proteose given twice daily. But in more severe 
cases this dose has been increased to 3 c.c., or 
In a few patients, 5 
c.c. and 6 cc. were given twice daily. In 


even 4 c. c., twice a day. 


none of these was there any evidence of toxic- 
ity or severe reaction from the deuteroproteose. 


In rare instances a sharp rise in temperature 
with quick return to the former level, or 
“spiking” of the fever curve, has been observed 
to follow the first injection of deuteroproteose. 
In other instances a slight rise in temperature. 
followed by a fall has been observed. General- 
ly there is not a very great change in tempeta- 
ture curve, but usually a downward trend sets 
in which carries the temperature down to the 
normal level in two or three days. 

The plan is to continue to inject the deutero- 
proteose twice daily until the temperature does 
come down and shows a tendency to remain 2 
or near the normal level. After this, the same 
dose is given once a day until the patient is 
discharged. 

The usual dose used for ordinary cases of 
pneumonia in babies and young children has 





3Ro0oKS—Deuteroproteose in Pneumonia 


heen 0.02 c. c. per pound of body weight. 
In more severe cases with high fever, and other 
signs of grave illness, larger doses are used: 
0.03 ¢. c., 0.04 c. ¢., or 0.05 c. c. per pound 
of hody weight, increasing the dosage until the 
fever is reduced; then continuing the dosage 
until the patient is convalescent. Thus, a child 
weighing 100 pounds or over is given adult 
doses. 
ACTION OF THE DRUG 

The nature or the mechanism of the action of 
any curative agent is usually a profound prob- 
lem. However it is natural to want to go as 
far as possible into the problem, and to try to 
explain the mode of action of the drug. Deutero- 
proteose probably performs its curative action 
by mobilizing or actuating those biologic body 
defenses which are normally set into motion 
whenever the body is invaded by disease germs 
Cole said :* 
“That spontaneous recovery occurs, and_ that 


or their products. and Dochez 
animals may readily be made resistant to infec- 
tion by a process of immunization, gives defi- 
nite proof that the body contains within itself 
the mechanism necessary 


It is probable that deuteroproteose 


for overcoming in- 
fection.” 
gives an impulse which aids this mechanism. 
There are indications pointing to this conclu- 
sion: In the first place it has been found that 
deuteroproteose is accumulated in the fluids of 
the lung in cases of pneumonia. It is reason- 
able to suppose that this accumulation of deu- 
teroproteose in the lungs in pneumonia is a part 
of the natural protecting mechanism of the body 
against pneumonia. In the second place the 
deuteroproteose acts more effectively in those 
age groups in which the pneumonia patients al- 
ready have the greatest to the di- 
sease: the ages from 5 to 20 years of age; and 


resistance 


conversely deuteroproteose acts less effectively 
in the age groups which have the least resist- 
ance: the young and the old. In the third place 
deuteroproteose produces a leukocytosis very 
similar to that produced by disease germs. This 
leukocytosis begins promptly after the injection 
of deuteroproteose, without any negative phase, 
and continues gradually to rise, reaching its 
crest in five or six hours, after which it gradu- 


ally subsides, but not quite to the former level. 
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In this leukocytosis, many new, or 
leukocytes appear in the blood stream.? 


young 
There 
is an increase in polymorphonuclear cells with 
a shift to the left, but there is no chill, nor 
elevation of temperature, nor any indication of 
toxic action.® 


Our deuteroproteose is of low toxicity’ pro- 


ducing a leukocytosis and beneficial clinical re- 
sults without any shock or reaction. So it is 
evident that its action is very different in this 
regard from bacterial vaccines or serums, 


which do produce reactions. This leukocytosis 
occurs in normal animals, normal persons, and 
in patients suffering from various diseases. 
The following reports illustrate the changes in 
white cell counts following the injection of 
deuteroproteose : 

In a dog weighing 8 kilos, 3 c. ec. of the 10 per 
cent solution of deuteroproteose produced an in- 
crease in the total leukocyte count from 12,300 to 
19,725 in 5 hours and 20 minutes, a 60 per cent 
increase. 


In a colored female child, 2 years old, with influ- 
enzal upper respiratory infection, one injection of 
1 c.c. of the 10 per cent deuteroproteose solution 
was followed by a leukocytosis of from 9,300 to 
11,600, or 24.7 per cent increase in white cells. Here 
there was an increase in polymorphonuclear cells 
with a shift to the left, followed by a return to 
normal and with marked rapid clinical improve- 
ment of the patient. 

In a white woman, aged 35, with lobar pneumonia, 
a series of daily injections of from 0.5 ¢.c. to 1 
c.c. of the 10 per cent denteroproteose solution 
showed the following effects: For the first four 
days there was an ascending leukocytosis with shift 
to the left, with decrease in percentage of lympho- 
cytes. On the third day came the crisis, with rapid 
fall in leukocytes and in temperature, and improve- 
ment in the patient’s condition. Following this 
there was a return to normal blood count, in spite 
of the small daily injections of deuteroproteose, 
after which the patient was discharged. 

In a colored male, aged 39, with lobar pneumonia, 
injections of 3 c.c. of deuteroproteose solution were 
made twice daily the first day, and 4 c.c. twice 
daily for the next three days. These injections were 
followed by great increase in the number of leuko- 
cytes, with strong shift to the left. At first it 
appeared that the patient was about to have his 
crisis: His temperature fell, and he showed other 
signs of improvement, but the pneumonic process 
rather suddenly spread to the opposite side, and 
the patient grew worse and expired. Although 
there was a very marked leukocytosis, it was not 
of itself sufficient to save this patient. 
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SUMMARY 

1. Deuteroproteose is a safe non-toxic agent 
which is effective in the treatment of pneu- 
monias. 


2. Typing tests are not required for carry- 
ing on the deuteroproteose treatment of pneu- 
monias, because all forms of pneumonia are 
treated similarly. 


3. Deuteroproteose produces a leukocytosis 
which consists essentially in an increase in the 
polymorphonuclear cells, and a shift to the left. 


4. Deuteroproteose probably produces its 


beneficial effects in pneumonias by mobilizing 


or stimulating the natural biologic body de- 


fenses. 
BIBLIOGRAPHY 

1. Brooks, Clyde: Parenteral protein in pneumonias, 
Am. J. Physiol., 119:281, 1937. 

2. Brooks, Clyde: The treatment of pneumonias with 
a deuteroproteose, South. Med. J., 31:534, 1938. 

3. Brooks, Clyde: The practical use of deuteropro- 
teose in the treatment of pneumonias, Internat. Clin. 
(In press). 

4. Cole, R., and Dochez, A. R.: Report of studies on 
pneumonia, Trans. Assn. Am. Phys., 28:606, 1913. 

5. Neufeld, R., and Handel, L.: Uber die Entstehung 
der Krisis bei der Pneumonie und uber die Wirkung des 
Pneumokokkenimunserums, Arb. a. d. k. Gsndhtsamte, 
34:166, 1910. 

6. Locke, E. A.: The treatment of type I pneumo- 
ecoccus lobar with specific serum, J. A. M. A.,. 80:1507, 
1923. 

7. Brooks, Clyde: 
on the colorless blood corpuscles, 
127, 1919. 

8 Brooks, Clyde; Pack, George T., Henry: 
Studies on antigens prepared from shattered hemopro- 
teins, Proc. Soc. Exp. Biol. & Med., 21:321, 1924. 


The effect of shattered hemoprotein 
Am. J. Physiol., 49: 


Grode, 


DISCUSSION 

Dr. John Signorelli (New Orleans): I am ac- 
quainted with some phases of the work Dr. Brooks 
has been doing, and I wish merely to report those 
particular cases with which I am familiar. 

Dr. Brooks some time ago asked permission to 
use this plan of treatment in cases of pneumonia 
in my service, and as I was rather skeptical, or 
conservative, I suggested to the doctor that I would 
permit him to use it in those cases which I did 
not consider to be more suited for other types of 
treatment; for instance, where typing was possible 
and we wished to use vaccine, we reserved the right 
not to allow him to use those patients. The results 
of my observations were that it is difficult to draw 
definite conclusions. Some of the patients received 
treatment at different stages of the disease and, 
while a good many seemed to respond rather rapid- 
ly to the administration of the drug, I personally 
feel that it is questionable whether one can definite- 
ly attribute the fall of the temperature and the 
amelioration of symptoms to the particular drug. 


However, when such a thing happens repeatedly ip 
more than two or three cases, I think one’s mind 
should be open and admit at least the possibility 
that this type of treatment possesses some value. 

I have seen Dr. Brooks administer this treatment 
to patients who clinically looked, if not hopeless, 
at least in a bad way, and as I stated before, im- 
provement followed. However, I fail to see where 
the improvement can be shown to have taken place 
with any regularity in relation to the administra- 
tion of the drug. For instance, I did not see all 
the slides that the doctor showed, but my impres- 
sion of the records that I saw is that not all the 
charts ran so; there is no uniformity, in comparing 
the charts, as to the number of hours or days 
following the administration of serum where the 
temperature approached normal and remained nor- 
mal. I saw one particular chart this evening which 
showed the crisis to have taken place immediately 
upon administration of the drug. I think the doctor 
must have shown other slides too, where following 
administration of the drug there was not that 
spectacular fall in the temperature. 

Summing up Dr. Brooks’ experience, I think the 
drug should be continued. I want to go on record 
as being clearly of the opinion that inasmuch as 
we do not have any specific treatment for all cases 
of pneumonia, and inasmuch as there is a diversity 
in the picture, both from the bacteriologic and 
therapeutic standpoint, when dealing with pneu- 
monia, that this particular type of therapy perhaps 
may be of help in patients who heretofore have 
not responded to usual treatment. On the other 
hand, I am of the opinion that those types of 
pneumonias which have proved to be responsive to 
a definite treatment, for instance vaccine treat- 
ment, should be treated by the old method until 
the new treatment has been proved more effica- 
cious. 

Dr. S. Chaille Jamison (New Orleans): In the 
consideration of any remedy that is brought before 
us, certainly the most important thing is that we 
know that the remedy will do the patient no harm. 
Dr. Brooks did a good deal of his work in my 
service, and I can say positively that his treatment 
certainly does no harm. We have all known for 
many years that foreign protein of any kind does 
at times have a very startling effect on the course 
of a bacterial disease. I do not think any of us 
pretend to understand just what the reaction may 
be. As I said to Dr. Brooks in discussing this 
matter, after all pneumonia is a pretty tricky 
disease. We see a case and we are startled to see 
the high temperature of the patient, and he will 
have a crisis and be a well man the next day; 
another man will not look so sick, will run along 
for ten days or two weeks, and die. 

When we can give a disease to animals and have 
a control it seems to me that we feel we have 4 
remedy which can bring about a cure. With the 
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animal experimentation, it is so easy. I am very 
skeptical about any remedy the claims for which 
are based post hoc, ergo propter hoc. 


I congratulate Dr. Brooks on the sincerity of 
his purpose and the tenacity with which he pursued 
it. 

Dr. Clyde Brooks (In conclusion): I am very 
much indebted to those who discussed my paper. I 
am not seeking to convince any one against his will 
or against his judgment as to the merits of my 
method. However, whatever claim I make, I base 
on the statistical evidence of these 900 cases. When 
you consider these 1807 cases were taken without 
any selection, accepting all as they came, the “run 
of the hospital,” and that the death rate was 
greatly reduced. it begins to look as if there is 
something in it. 


I deeply appreciate the courtesy and cooperation 
of Dr. Signorelli and Dr. Jamison, and I value the 
privilege I have had of working with them. Their 
judgment has been very helpful to me, for they 
are conservative, and that is one reason why I 
have so benefited by their friendship and assist- 
ance. 


I agree with Dr. Jamison that animal experi- 
ments are advisable in this problem, and I am glad 
to say we have such experiments now under way. 
I am trying to repeat the experiment of Neufeld, 
but substituting my deuteroproteose for the specific 
antipneumococcal serum. However, when it comes 
to the final analysis, I am of the opinion that, even 
if my deuteroproteose should not protect the white 
mouse from a fatal dose of pneumococcal infection, 
and if, on the other hand, when used on human pneu- 
monia patients, it did reduce the death rate, this 
result would be most important, especially if the 
work included many patients, and covered various 
parts of the country. If we had no animal experi- 
ments whatever, and gave the deuteroproteose to 
patients,—if enough physicians made the test, and 
if their work was reliable, and if the results showed 
a great reduction in the death rate, that would be 
the crucial experiment. If on the other hand, ani- 
mal experiments proved that the deuteroproteose 
worked perfectly on mice, protecting them against 
many times the lethal dose of virulent pneumo- 
cocci, but clinical tests proved that it had no effect 
when used on pneumonia patients, then deutero- 
proteose would be a failure. 





CHANGE 


Overt changes affecting the mores of a people 
require long and patient effort, more especially 
when they concern birth, sickness, death and 
burial. The favorite methods of our time are 
legislation and preaching. These methods ulti- 
mately fail because they aim at great results in a 
short time. 

Constant, gradual, smooth and easy readjust- 
ment is the course of things which is conducive 
to healthful community life. It is by no means 
to be inferred that everyone who sets himself at 
war with the traditional mores is a hero of social 
correction and amelioration. The trained reason 
and conscience never have heavier tasks laid upon 
them than when questions of conformity to or dis- 
sent from the mores are raised. Dissent seems to 
imply a claim of superiority. It evokes hatred 
and persecution. 

The alleged intransigency of the doctors of medi- 
cine, contrary to some opinion, is not due to fear 
of personal material loss, but to jealousy for stand- 
ards of the profession of medicine. Standards of 
admittance to study medicine, of medical educa- 
tion, and, to a large extent, even of licensure to 


practice the healing art, be it noted, have been 
created, maintained, and elevated by the profession 
itself, and very little by legislative enactment or 
pressure of public opinion. The societal value of 
these standards of practice has the tacit acknowl- 
edgment by the public in the willing assignment 
of social status and material rewards. 

Changes in important social relations should be 
made gradually after temperate consideration. If 
the social trend toward hasty change for apparent 
immediate convenience or benefit threatens to 
lower hardly won standards and impair profes- 
sional morale, such change in the long run will 
harm the public and the community far more than 
it will the individual practitioner of medicine. But 
the doctor, having special knowledge in these mat- 
ters, does not desire to disassociate himself from 
the privileges and duties of a citizen. It is there- 
fore his duty to direct, modify, and temper changes 
so as to mitigate as much as possible injurious 
effects. 

Promote peace and a time of health will appear! 

WittiAm J. MALwory, M. D. 
Med. Ann. D. C., 11:361, 1938. 
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WILLIAM HENRY SEEMANN 
(1878-1938) 


It is with the deepest regret that the edit- 
or records the death of the Chairman of the 
William H. 
New Orleans 


Jcurnal Committee, Seemann. 
The loss to the 
Surgical Journal of this very efficient chair- 


His help and 


counsel were always available in the conduct 


Medical and 


man is almost irremediable. 


of the periodical; he took a most prominent 
and active part in his Journal duties. 


But, it is not only the Journal which will 
have cause to mourn the loss of Doctor See- 
mann. Organized medicine in the State of 
Louisiana and the City of New Orleans has 
lost one of its dominating personalities. The 
worth of the man was recognized during his 
life by the doctors of the state and parish. 
He was at one time President of The Orleans 
Parish Medical Society, and in this organt- 
zation held practically position to 
which a member could be elected. In 1916- 
1917, he was President of the Louisiana State 


Medical Society. 


every 


He has represented the 
state as one of the two Louisiana delegates 
in the House of Delegates of the American 
Not 
only on account of his long service, but also 


Medical Association for twenty years. 


because of the wisdom of his counsel, he was 
without question one of the most outstand- 


ing delegates in the House who represented 
the various states. 


Doctor Seemann’s serv- 
ices to organized medicine did not stop here. 
He gave help and assistance, sometimes offi- 
cially, and sometimes as an unofficial adviser. 
Always, his decisions and ideas could be 
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counted upon as being logical, practical and 
te the best interests of medicine. 

Tulane University School of Medicine suf- 
fers a severe loss in the death of this brilli- 
ant teacher. Several generations of students 
knew him as Professor of Hygiene and Pub- 
lic Health in the Medical School. As Presi- 
dent of the Tuberculosis and Public Health 
Association of Louisiana, he showed in a 
high degree how social-minded he was. He 
was active and busy in advancing the cause 
of prevention of tuberculosis and in helping 
those who were afflicted with the disease. 

Doctor Seemann’s professional life stands 
out. A pathologist of note and distinction 
for over twenty years he has been bacteri- 
ologist for the State and City Health Boards 
and, also, for the New Orleans Eye, Ear, 
Nose and Throat Hospital. 


When Doctor Seemann passed away sud- 


denly in the evening of November nineteenth, 
he left a devoted family, a host of loyal and 
devoted friends, and a tremendous group of 


people who knew of him and of his accom- 
plishments and of his reputation, and admir- 
ed him from a distance but who could not 
truly be called friends. To those who were 
close and dear to him, go the sincere con- 
dolences of the Journal; to those who de- 
pended upon him for help and advice in the 
field of organized medicine, it is the senti- 
ment of the Journal that they have lost a 
leader and a supremely wise counselor. 





THE GRADUATE MEDICAL 


ASSEMBLY 
There will be held in New Orleans the 
first week in February, the third annual meet- 
ing of the Graduate Medical Assembly. 
This is unquestionably one of the outstand- 
ing medical events of the year in the city. To 
this meeting come a group of fifteen or six- 
teen distinguished and well-known special- 
ists to talk about their special fields of work. 
These men present the : wer advances that 
have occurred and bri. »1t the most mod- 


ern points of view concerning the older 
phases of their specialty. Consequently the 
attendant at the meeting is brought up to 
date with the present day concept of disease, 
and, at the same time, he is informed of the 
newest things that have taken place in the 
various branches of medicine. 


The roster of speakers who have been 
selected this year reads like an American 
medical Who's Who and includes such well- 
known men as Gordon Heyd, Professor of 
Surgery in the Postgraduate School of New 
York and last year President of the Ameri- 
can Medical Association; I. S. Ravdin, who 
is head of one of the most remarkable surgi- 
cal set-ups in this country; A. U. Desjardins, 
internationally known for his radiologic skill; 
C. C. Sturgis, Professor of Medicine at the 
University of Michigan and W. B. Forbus, 
Professor of Pathology at Duke, who to- 
gether will hold a clinico-pathologic confer- 
ence as well as dilating upon their specialties. 
These details might be continued through 
the entire group of speakers. A _ sufficient 
number of names have been presented to in- 
dicate the caliber of the guest speakers. In 
addition to the opportunity of hearing more 
or less formal presentations there will be 
daily luncheons, the cost of which will be in- 
cluded in the registration fee and at which 
round table discussions will take place fol- 
lowing the meal. The attendants will be at 
liberty then to ask questions and to discuss 
informally debatable questions with some of 
the leaders in medicine in this country. 

This is really a remarkable opportunity 
given to the physician in the South to hear 
the 
points to the success of the meeting. 


leaders in medicine. Every indication 





SULPHANILAMIDE THERAPY 


This is a very hackneyed subject to dis- 
cuss editorially. Everybody is using sul- 
phanilamide from the brain surgeon to the 
chiropodist in the treatment of their patients. 
The drug is being used for everything under 


the sun, from corns and calluses to tuber- 
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culosis and gonorrhea. It seems to have be- 
come a medical panacea for every type of 
infection, good, bad or indifferent. 


On account of the very widespread use of 
this drug it is well to remember that sul- 
phanilamide is a powerful drug in more ways 
than one. At times it produces a profound 
effect on the human to whom it is administ- 
ered, and, incidentally, of the various sul- 
phanilamide compounds, the more effective it 
is against bacteria the more toxic it is to 
man, The toxic effects may be mild, moder- 
ate or serious.’ The mild effects are of really 
no particular significance and because a 
patient, the first few days of taking the drug, 
has some giddiness, headache, loss of energy, 
nausea, usually slight only in character, the 
drug does not have to be discontinued. These 
mild reactions can be obviated or minimized 
by forcing fluids. The moderate reactions 
take place in about 10 per cent of patients 
who are given the drug. They include vom- 
iting, diarrhea, sometimes widely spread skin 
rashes, scarlatiniform in character, cyanosis 


or pallor, shortness of breath and fever. 


When they take place they definitely indi- 


cate a cessation of this form of therapy. Cya- 


—_—— 


1. Cokkinis, A. J.: Sulphonamide chemotherapy in 
surgical infections, Brit. Med. J., Oct. 22, 1938, p. 845. 
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nosis, dyspnea and pallor are rather definite 
indications that there has been some change 
in the blood or blood forming organs. 

The serious toxic effects, it hardly seems 
necessary ‘to state, should be followed by 
active treatment and a complete withdrawal 
of the drug. These symptoms include ex- 
tensive purpuric rashes, high fever, toxic 
changes, toxic nephritis and, particularly of 
moment, destructive blood changes associ- 
ated with marked reduction in the number 
of granulocytes or sometimes with evidences 
of blood hemolysis. Fortunately these con- 
ditions of serious portent are rare. Cokkinis 
reports having seen only six serious toxic 
effects in 1500 cases. This seems like a rather 
small percentage. As a matter of fact it 
seems it should be a bit larger. However, 
because serious reactions toxic in nature do 
occur, is no reason why this drug, de- 
spite its use in conditions in which it could 
not possibly be of any service, should not be 
administered when it is indicated. Its value is 
so great and results are so indisputable that a 
percentage of serious reactions as small as 
.04 per cent should not discourage the phy- 
sician in using it for various types of coccal 
and bacterial infection, but it is too danger- 
ous an agent to use indiscriminately, or un- 
less the indications are definite. 





HOSPITAL STAFF TRANSACTIONS AND CLINICAL MEETINGS 


HOTEL DIEU 
New Orleans 

The regular monthly meeting of the Staff of 
Hotel Dieu was held in the Nurses’ Lecture Room 
of Hotel Dieu on Tuesday, October 25, 1938. The 
meeting was called to order by the President, Dr. 
A. D. Mouledous, and with the Secretary, Dr. C. 
E. Gorman, at the desk. 

Dr. John Couret presented a case of neurosar- 
coma of the leg with multiple metastases which 
was discussed from the clinical, radiologic, and 
postmortem standpoint. This was followed by a 
discussion of two cases, one of carcinoma of the 
renal pelvis with metastases to the liver, and the 
other, carcinoma of the lung, both diagnosed by 
aspiration biopsy. 

A recess of one minute was ordered after which 
the meeting resolved into Executive Session. 

c. E. Gorman, M. D., Sec. 


HIGHLAND SANITARIUM 
Shreveport 

The staff of the Highland Sanitarium held its 
monthly meeting October 20, 1938, in the Clinic 
Building, following dinner at 7 p. m. 

SCIENTIFIC PROGRAM 

In the absence of Dr. M. S. LeDoux, Dr. W. D. 
Drummond presented a most interesting case of 
carcinomatous fistula of the abdominal wall, which 
occurred in a young woman. A biopsy of the fis- 
tulous tract revealed it to be adenocarcinoma, 
probably of intestinal origin. The case was dic- 
cussed by Drs. W. R. Mathews, C. P. Rutledge, and 
P. W. Winder. 

Dr. Barron Johns presented two interesting 
cases. The first case was that of a primary 
adenocarcinoma of the right fallopian tube in 4 
young woman. Dr. Johns discussed the frequency, 
the symtomatology, and the mortality in this con- 
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dition. The second case presented by Dr. Johns 
was that of a perforating gastric ulcer which in 
its symtomatology suggested acute cholelithiasis. 
Gastro-enterostomy was performed. The patient 
had an uneventful convalescence until the four- 
teenth postoperative day, when spontaneous eviscer- 
ation occurred. These cases were discussed by 
Drs. C. P. Rutledge and W. R. Mathews. 


Dr. C. L. LaRue discussed the highlights of the 
recent meeting of the American Academy of Oto- 
laryngology and Ophthalmology. 


The Staff of the Highland Sanitarium held its 
monthly meeting at 8 p. m., November 17, 1938 


jin the Clinic Building following dinner at 7 p. 
m. in the Sanitarium dining room. 


SCIENTIFIC PROGRAM 

Dr. P. R. Gilmer gave a most interesting discus- 
sion of surgical chest conditions in which the im- 
portance of an accurate diagnosis was emphasized. 
Dr. Gilmer stated that surgery of the chest is 
divided into (1) surgery necessary for tubercular 
chest conditions, and (2) surgery necessary for 
other conditions, such as bronchiectasis and lung 
abscess. In his discussion, Dr. Gilmer mentioned 
surgical procedures such as thoracoplasty, ex- 
trapleural pneumoclysis, phrenicectomy, extra- 
pleural pneumothorax, lobectomies and pneumonec- 
temies. Dr. Gilmer mentioned the importance of 
an accurate bronchoscopic examination in many 
of these cases. The paper was discussed by Drs. 
E. C. Edwards, Henry Gallager, and W. M. Hall, 
and closed by Dr. Gilmer. 


Dr. E. D. Rowland gave a short talk on his post- 
graduate studies in the Cardiology Department at 
Boston. Dr. Rowland discussed peripheral vascu- 
lar disease and emphasized the importance of 
amputating the leg above the knee in gangrene of 
the lower extremities. The value of negative 
pressure treatment was mentioned. Dr. Rowland 
also stressed the importance of making a differ- 
ential diagnosis between cardiac and bronchial 
asthma, and outlined the surgical treatment for 
angina pectoris. 

P. W. Winder, M. D., Sec. 


NORTH LOUISIANA SANITARIUM 
Shreveport 


The regular monthly meeting of the North Loui- 
siana Staff was held on October 25, 1938, Dr. C. 
R. Gowen, President, and Dr. T. J. Smith acting 
as Secretary. There were twenty-six members 
present. 

Minutes of the previous meeting were read, and, 
following this, Dr. Herold, Chairman of the Rec- 
ords Committee, reported that the records were 
open for inspection. 
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SCIENTIFIC PROGRAM 

Dr. Hargrove opened the scientific program with 
report of a case of pyloric obstruction caused by 
malignancy of the stomach. Patient underwent 
operation a year ago, when a partial gastrectomy 
was done. Recently the patient developed symp- 
toms of a new obstruction, making another opera- 
tion necessary. Dr. Rigby discussed both original 
and recent operations, explaining by diagram the 
method used in relieving the obstruction. Dr. 
Mathews commented on the nature of the malign- 
ancy. 


Drs. Rougon, Stamper, Youman, Edwards and 
Gowen discussed a case where diagnosis was very 
difficult. It was first thought that the patient was 
suffering from carbuncle of the left kidney, as the 
pain was in this region; however, after consulta- 
tion and examination, it was finally found that 
the pathology, instead of being in the region of 
the left kidney, was an involvement of the left 
pleura. This patient had a history of a previous 
pleuritic involvement. Thoracotomy was _per- 
formed by Dr. Heard and the pus drained from 
region of the left lung; patient made complete 
recovery. 


Dr. Crebbin discussed a case of death following 
tonsillectomy. 


Hospital report was read. 
N. Judson Bender, M. D., Sec. 


GRADUATE SCHOOL OF MEDICINE 
LOUISIANA STATE UNIVERSITY MEDICAL 
CENTER 
New Orleans 
The scientific meeting of November, 1938, was 
called by Dr. James T. Nix, Dean of the Graduate 
School of Medicine. Doctor J. Schumard George 

presented the following paper: 
TEN COMPLICATIONS OF TREATED 
CARCINOMA OF THE CERVIX 

(As noted in Tumor Clinic, Charity Hospital) 

In the Tumor Clinic at Charity Hospital we have 
been fortunate enough to see patients with car- 
cinoma of the cervix who have been treated by 
many varying methods, and we have seen numer- 
ous complications which may be of interest to both 
the specialist and the general practitioner. 


First: Local recurrence; this often results from 
inadequate treatment and many times can be rem- 
edied by further irradiation. However, a word of 
warning should be given that irradiation by means 
of radium is dangerous in cases where thrombosis 
of the vessels still exists and we have encountered 
large sloughs that we feel were probably induced 
by application of a second large dose of radium 
before the local tissues had returned to their 
optimum resistance: In one case, I recall an 
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enormous slough with severe hemorrhage that was 
finally fatal. 

Second: Metastatic lesions both 
vaginal wall and distant in viscera. 
we have treated with poor results, usually by 
means of irradiation. In one case a small dose of 
radium was inserted in the center of a roller 
bandage and the bandage placed in the vagina for 
a short period. 

Third: 
tion; 


local in the 
These cases 


The anemias occurring with irradia- 
these have been treated for the most part 
with anti-anemic diets, liver extracts and iron. 

Fourth: Pyometra occurring after application 
of radium; this has been treated with drainage 
and douches, usually with fair results. 


Fifth: Cervicitis and vaginitis; these are com- 
mon after applications of radium, and immediately 
after treatment do nicely with general hygienic 
nieasures. However, we find a number of stenoses 
of the vagina appearing after six to twelve months. 
This stenosis is extremely hard to handle. It does 
not respond to dilatation and in a large percent- 
age of cases grows worse, until at last there is 
only an extremely small opening through which 
we cannot visualize the cervix and are able only 
to guess at the extent of the lesion and the activity. 

Sixth: 
those 


Burns from irradiation; apart from 
of the cervix, burns from irradiation are 
rare because of the care of the deep therapy de- 
partment, but we have had some when using 
intra-vaginal x-ray therapy. This is due to the 
inadequate screening used at that time and can be 
remedied easily by more modern equipment. 

Seventh: Pain; in a large number of cases pain 
is present, but it can usually be controlled by 
codeine. We have some patients who have had 
presacral sympathectomy and they are very com- 
fortable. While it is debatable as to whether the 
relief obtained warrants opening the abdomen as 
the only indication, in those cases where it must 
be opened for other conditions, the patient cer- 
tainly benefits from the procedure. 

Eighth: Hemorrhage; while it is a serious 
complication, hemorrhage can often be controlled 
by irradiation, and often this is all that can be 
done for the far advanced case. 

Ninth: Bladder infections; these do not seem 
as frequent now as we see many cases which usu- 
ally respond to ordinary urinary antiseptics and 
irrigation. 

Tenth: Proctitis; this is seen occasionally, but, 
like bladder infections, seems to be less frequent, 
and I believe the screening of the radium with 
platinum and the better application by means of 
the crepostat has made it so. 


CONCLUSIONS , 
The complications listed above are but a few of 
the more common complications found 
work. 


in our 
It is not our intention to cover all possible 
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complications in this paper, but to note a few of 
the more common ones and give our method of 
handling them. 





HUTCHINSON MEMORIAL CLINIC 
New Orleans 

Symposium on Carcinoma of the Lung conducted 
by the Department of Surgery, Dr. Alton Ochsner 
presiding. 

Pathology (Dr. John Lanford, Department of 
Pathology, Tulane University of Louisiana, and 
Department of Pathology, Touro Infirmary): Pri- 
mary carcinoma of the lung has been receiving in- 
creasing attention during the past five years on 
the assumption that there is an increase in its 
occurrence. Since thoracic surgery has advanced 
and pneumonectomy can now be carried out with 
some hope of success, improvement in diagnosis 
has revealed cases which were formerly called 
lymphosarcoma, abscess of the lung, or some other 
intrathoracic pathology, and the more general in- 
crease in autopsies has helped to clarify the symp- 
toms and enabled the clinician more accurately to 
interpret the symptoms. But there does appear to 
be a recent increased incidence as reported from 
many laboratories and during the past eleven years 
the study of the autopsy material of the Touro 
Infirmary reveals that 20 per cent of the post- 
mortems were of neoplastic deaths and 9 per cent 
ot these were primary carcinoma of the lungs. 


The etiology of the condition is not known but 
there are a number of theories advanced as having 
a causal relationship which may be tabulated as 
follows: Tuberculosis; influenza; bronchiectasis; 
irritating inhalations (waste products from auto- 
mobiles, chemical fumes, dust from radioactive 
ores, dust from stone, arsenic and cobalt mines, 
dust from tarred roads, tobacco). Age and sex: 
Females 40 to 60 years; males 39 to 70 years. Race: 
White; negroes less common. With the exception 
of the inhalation of dust laden with radioactive 
substances, there is no convincing evidence that 
any other of the above factors play any definite 
etiologic role. 


Since these neoplasms may occur in one of sev- 
eral locations and forms, a classification is pos- 
sible: (1) Anatomic; (a) apical (sulcus tumor of 
Pancoast); (b) intrabronchial or bronchiogenic; 
(c) hilar or central; (d) lobar or diffuse; (e) 
peripheral or miliary. (2) Histologic; (a) bronchi- 
al mucosa (adenocarcinoma; squamous cell, aS 
result of metaplasia; undifferentiated—oat cell or 
sarcoma-like); (b) bronchial glands; (c) alveolar 
epithelium (7). 

All writers agree that the right lung is by far 
more frequently involved than the left and in my 
26 autopsied cases 76 per cent of the carcinomas 
arose in the right lung. 

The principal pathologic lesions may be sum- 
marized as follows: Irritation to bronchi produc- 
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jng cough; hemorrhage from ulceration; 
tasis from bronchial occlusion; dyspnea partly 
from cardiac interference; pain resulting from 
pressure on nerves and pleural involvement; 
pressure on esophagus, trachea and _ recurrent 
laryngeal nerve; fever and leukocytosis; pleural 
effusion; distant metastases or dissemination (in- 
filtration, lymphatics, blood stream). 


atelec- 


Metastases occur in 90 per cent of cases and 
the following table of my observations is in ac- 
cord with reports of other writers: 


SITES OF METASTASIS IN ORDER OF OCCURRENCE 
IN 26 CASES 

Site Number of cases Percentage 
Liver 12 46 
Mediastinal nodes il 42 
Adrenals 7 25 
Pericardium j 21 
Kidneys t 19 
Brain i 19 
Opposite lung; heart; 

pancreas; pleura ‘ 11 
Sup. vena cava; ribs; cervical, 

bronchial and retroperitoneal 

nodes; omentum 2 7.8 
Pelvis; spleen; ; 

axillary nodes 1 3.8 
No metastases 3 11 
Ouly thoracic metastases 4 15 


Clinical 
partment 


Manifestations (Dr. J. L. Wilson, De- 
of Medicine): The clinical manifesta- 
tions of carcinoma of the lung are in most cases 
very slight until complications arise. The types 
of cases seen clinically have little relation to the 
type of tumor pathologically except as to the rapid- 
ity with which the tumor grows and metastasizes. 
Certain symptoms are common to all types: Loss 
of weight, weakness, low fever and _ secondary 
anemia. It is convenient to divide the cases into 
those of (1) uncomplicated bronchial carcinoma, 
and (2) carcinoma complicated by atelectasis, in- 
fection, metastasis, and location in the lung apex. 


The patient with uncomplicated bronchial car- 
cinoma comes under observation with a persistent 
ecugh for several months or a year unrelieved by 
medication. This in a man over 40 is the chief 
symptom. He may or may not have expectoration 
and pain, a rather vague but persistent pain not 
usually associated with inspiration. He may also 
have a history of spitting blood or blood-streaked 
sputum. This combination of persistent cough, 
chest pain and bloody sputum is the clinical pic- 
ture of bronchial carcinoma itself. As for signs, 
these patients present very little on physical ex- 
amination from the very nature of the lesion. 
There may be a slight roughening of the breath- 
ing or a wheeze over one lobe, a slight impairment 
of percussion. More commonly there are no phy- 
sical signs. The roentgen ray may show very little, 
but good films carefully examined should show a 
well-defined nodule in the hilum or near it. Bron- 


317 


choscopy is strongly indicated as the chief method 
of making a definite diagnosis. 


The second type is that with atelectasis, When 
the tumor obstructs the bronchus we have another 
symptom complex. These patients have a cough 
and are apt to have pain. The pain tends to be 
continuous and increasing. There is usually short- 
ness of breath. They may also have wheezing, dys- 
phagia and cyanosis. In this there are definite 
physical signs: Dulness, diminished expansion, 
voice and breath sound, but no rales. The roent- 
gen ray presents a typical picture of atelectasis. 
Again, we turn to bronchoscopy to furnish con- 
firmation of the diagnosis, and even if a biopsy 
specimen cannot be obtained, it may show the 
characteristic bronchial occlusion. Of course, these 
first two types are still in the stage in which we 
want to diagnose carcinoma for successful treat- 
ment. 


More often we first encounter these cases clini- 
cally when they are already complicated by infec- 
tion. Then they present a picture of pneumonia, 
pulmonary tuberculosis, or lung abscess. They have 
fever, weakness and loss of weight. There is a 
cough productive of purulent sputum. Hemoptyses 
may be large. The signs are those of the infec- 
tion rather than the tumor, with dulness, dimin- 
ished expansion, bronchial breathing, and moist 
rales. There may be signs of a cavity. Clubbing 
of the fingers is frequently found. There may be 
engorgement of the veins on the chest wall. The 
roentgen ray is frequently misleading. Bronchos- 
copy is less helpful in this type. A sputum repeat- 
edly negative for acid-fasts is important and we 
may find, by careful watching, cancerous tissue in 
the sputum. 


In a large group, the picture is one of pleurisy 
with pain persistent after the fluid has developed. 
These patients have dyspnea, fever and loss of 
weight. They may or may not have a cough, or- 
thopnea and gastric discomfort. The physical 
signs and roentgen ray are those of pleural effu- 
sion. In these cases, aspiration furnishes the 
most important information in diagnosis. The 
fluid is often bloody, especially after the first tap- 
ping, and it is negative for tubercle bacilli. We 
can replace the fluid with air and inspect the 
pleura directly through a thoracoscope or even 
obtain a biopsy specimen. 

When metastases have occurred the presenting 
symptoms may be entirely non-pulmonary. In cases 
of brain tumor, by chest roentgenograms it is pos- 
sible to pick up a considerable number of bronchial 
carcinomas. Another group is that of bony tumors. 
A third common presenting symptom is abdominal 
enlargement and gastrointestinal trouble in those 
with metastases to the liver and other abdominal 
viscera. 


A special type, which is a little hard to fit in 








318 


with the others, is that of “superior sulcus tumor.” 
These patients have pain in the shoulder and weak- 
ness in that upper extremity with perhaps a little 
fever and loss of weight. Examination shows 
atrophy of the muscles and often a Horner’s syn- 
drome plus apical dulness, diminished breathing, 
and possibly rales. The roentgen ray shows an 
opacity at the apex and usually some destruction 
of the ribs or transverse processes adjacent. If 
there are enlarged lymph nodes at the base of the 
neck, a biopsy will furnish the diagnosis. 


Roentgen Ray Diagnosis (Dr. M. D. Teitelbaum, 
Touro Infirmary): Roentgen ray diagnosis of pri- 
mary lung cancer is often rendered quite diffi- 
cult, not only by the protean characteristics of 
the tumor itself but also because of its frequent 
complications and sequelae. These may facilitate 
the diagnosis in an otherwise questionable lesion 
or may so completely dominate the picture that 
their secondary nature is overlooked. The pri- 
mary tumors may be grouped as: (A) Tumors 
arising in a large bronchus: (1) Intrabronchial 
tumors: These if uncomplicated are impossible of 
diagnosis in routine roentgen ray films; resort 
must usually be made to bronchoscopy before the 
lesion can be discovered; (2) hilus carcinoma: 
This type develops when the tumor erodes the 
bronchial wall and invades the surrounding lung 
tissue. It was formerly believed to be the com- 
mon and typical form, with marginal irregularity 
and. strand-like shadows radiating from _ its 
periphery. It must be differentiated from primary 
tuberculosis in the adult, central pneumonia and 
hilus node tumors, either primary or secondary, 
which have broken through their capsule. (3) Lobar 
carcinoma; here part or all the lobe is affected, 
but the characteristic finding is that the disease 
is sharply limited by an interlobar fissure. The 
differential diagnosis from the film alone is ex- 
ceedingly difficult, both acute and chronic pneu- 
monias affording very similar appearances, while 
interlobar effusions (particularly those in the 
right middle lobe), syphilis and lymphogranuloma 
must also be considered. Occasionally, a diagnosis 
can be made directly when the tumor growth 
causes either a bulging or perforation of the inter- 
lobar septum. (B) Tumors arising in smaller 
bronchi or bronchioles: (1) Intralobar carcinoma: 
This is an expansive growth, usually originating 
in a bronchus or bronchiolus away from the hilus 
where unrestricted growth is possible. The tumor 
developing in this way produces a spherical mass 
with smooth margins. Its appearance resembles 
that seen in benign tumors, cysts, sarcomas of 
the lung, metastatic malignancy, tuberculosis 
(Assmann nodule), mediastinal tumors, tumors 
arising from the paravertebral area, aneurysm, 
substernal thyroid, gumma and_ encapsulated 
empyema. Unless the tumor at some point in its 
periphery infiltrates the lymphatics producing a 
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break in the smooth contour or perforates an inter. 
lobar septum, the diagnosis can only be made by 
discovering a metastatic lesion. (2) Superior sul- 
cus or apical carcinoma: This arises from the 
bronchioli at the apex of the lung, producing a 
localized density and usually erosion of the pos- 
terior ribs in this same area. The progress by 
direct extension and the usually marked clinical 
symptoms serve to differentiate this type of tumor 
from thickening of the apical pleura, chronic 
tuberculosis or pneumonitis and lymphoma. 

The complications of the primary tumor are: 
(1) Metastasis; this is quite frequent, Adler re- 
porting 74 per cent in a series of 374 cases. For 
the most part, the metastatic lesions are non-speci- 
fic, but may be significant when associated with 
one of the primary forms which is not otherwise 
clearly identifiable. Occasionally, unilateral metas- 
tasis to the mediastinal and hilus nodes is found 
and this as well as a carcinomatous lymphangitis, 
limited to one lung, is suggestive of a bronchio- 
genic tumor in that lung, even though the primary 
lesion is invisible. (2) Bronchostenosis: Where 
the block of the bronchus is incomplete, but con- 
siderable (amounting to approximately two-thirds 
of the caliber of the bronchus), examination un- 
der the fluoroscope may show a wandering of the 
mediastinum to the affected side on deep inspir- 
ation. This deviation may become permanent 
when complete block of the bronchus has develop- 
ed. In those cases where the mediastinum is fixed 
either by tumor or inflammation, a hernia of the 
normal lung may develop and the diaphragm on 
the diseased side becomes elevated. The establish- 
ment or absence of paradoxical motion of the dia- 
phragm will, of course, provide a differential diag- 
nosis. The atelectatic area may be either lobar 
or lobular depending upon the site of the obstruc- 
tion. Differential diagnosis must be made between 
foreign bodies, benign bronchial tumors, chronic 
tracheobronchial fibrosing processes (lues and 
tuberculosis), hilus lymphadenopathy and aneu- 
rysm. (3) Inflammatory and regressive changes: 
These are probably always present to some extent 
since even minor degrees of bronchial occlusion 
must lead to stasis in the dependent pulmonary 
area. In many cases, however, the pneumonic pro- 
cess is so extensive as to overshadow the tumor 
and be indistinguishable from it. These patients, 
on repeated observations, may show alternate in- 
crease and decrease in the size of the lesion, de- 
pending upon the amount of secondary infection 
at any particular time. Abscess formation either 
in the tumor itself or in the pneumonic area is 
by no means infrequent and, in fact, it has been 
estimated that perhaps 25 per cent of all chronic 
lung abscesses in adults are produced by degener- 
ating primary carcinoma. The wall of the abscess 
may reveal rounded proliferations of tumor tissue 
which are pathognomonic, but many others will 
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be indistinguishable from pyogenic abscess. (4) 
Pleuritis: Approximately 35 per cent of pulmonary 
carcinomas metastasize to the pleura. When a 
free effusion is produced, its appearance may in 
no wise differ from that ordinarily found. How- 
ever, if bronchostenosis is present or if the medi- 
astinum is fixed by metastasis, the usual contra- 
lateral displacement of the heart and mediastinal 
structures may not occur and this alteration in 
the usual mechanics of pleural effusion is always 
suspicious. Westermark has noted a reversal of 
the normal fluid line in certain cases of atelect- 
asis associated with pleural effusion. The alter- 
ation in intrathoracic dynamics produces a fluid 
line which runs laterally and downward. 


Certain auxiliary methods of examination are 
frequently necessary before any diagnosis can be 
made. Of these bronchoscopy and occasionally 
bronchography are invaluable. Diagnostic pneu- 
mothorax is used only to distinguish intrapulmon- 
ary from pleural and mediastinal tumors and to 
replace pleural effusion. Roentgen ray therapy is 
a worthwhile diagnostic measure in that it pro- 
duces regression in lymphomas and also tends to 
diminish the secondary inflammatory component 
in true carcinomas. However, in most cases the 
diagnosis requires a careful correlation of the 
roentgenographic and clinical findings. 


Bronchoscopic Diagnosis (Dr. Francis E. Le- 
Jeune, Department of Otolaryngology): The car- 
dinal indications for diagnostic bronchoscopy are 
clinical or roentgenologic evidences of bronchial 
obstruction. Early diagnosis in suspected malig- 
nant lesions is of the greatest importance. Bron- 
choscopy will permit a direct endoscopic view of 
the growth and tissue may be removed for mic- 
roscopical examination. If no growth is’ found, 
evidences of infiltration and fixation must be 
searched for. There may be no definite involve- 
ment of the bronchial wall, only a bulge or a com- 
pression suggestive of deeper pathology. Under 
these conditions, biopsy must be deferred. Great 
care should be exercised in doing biopsy so as not 
to traumatize normal bronchial mucosa. It is 
important to inspect the lesion as carefully as 
possible and to obtain tissue representative of the 
tumor itself. Care must be exercised not to bite 
too deeply into the bronchial mucosa with the 
specimen forceps. Exuberant granulations are 
frequently present near the lesion and care must 
be taken not to include this type of tissue in the 
biopsy as the true type of lesion present will not 
be represented. 

It must be borne in mind, however, that the 
bronchoscopist can examine and explore only the 
larger bronchi; while the smaller bronchi may be 
visualized satisfactorily, only the orifice of the 
upper lobe bronchi may be seen at bronchoscopy, 
and a growth removed from this location would 
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be beyond the field of vision when doing bron- 
choscopy. 


The number of cases of carcinoma diagnosed 
positively by bronscoscopy and biopsy varies with 
the type of cases selected for study. Obviously, this 
depends upon case selection; whether the patient 
gives a history of symptoms of long duration with 
atelectasis or advanced symptoms of bronchial 
obstruction. In such cases, the positive diagnosis 
would be close to 100 per cent. If, however, all 
cases of suspected new growths receive the benefit 
of an early bronchoscopy, the percentage of posi- 
tive diagnosis will drop but the final percentage 
of cures will be much higher. 


Clerf reports that in a series of 143 cases bron- 
choscoped, not more than five could have been con- 
sidered as suitable for surgical treatment at the 
time bronchoscopy was done. The small percent- 
age of possible cures in the reported group can 
only mean that the vast majority of cases came 
te bronchoscopy relatively late. It is not always 
possible to make a positive diagnosis the first 
time bronchoscopy is performed. It frequently be- 
comes necessary to repeat such procedures in or- 
der to arrive at a definite diagnosis. Diagnosis 
made in the advanced stages of carcinoma is of 
little value. Early diagnosis will permit the thor- 
acic surgeon to operate with a much greater 
chance of obtaining successful results. 


Extensive hemorrhage is not always a sign of 
advanced carcinoma of the bronchus. I vividly 
recall one case, a young man, 19 years old, who 
was referred because of repeated and alarming 
hemorrhages. It was with considerable fear that 
a bronchoscopy was performed and when the lesion 
was found at the entrance of the left bronchus 
it was with greater fear that a biopsy was done. 
A pneumonectomy was performed by the thoracic 
surgeon and today, this young man, though minus 
one lung, enjoys good health. Implantation of 
radon seeds, in my experience, has not proved as 
successful in the treatment of bronchial carcinoma 
as had been hoped, and while deep roentgen ray 
therapy offers some hope, surgery still remains 
the one best chance for success when dealing with 
these malignant conditions. Bronchoscopy is the 
one method in which a positive and accurate diag- 
nosis may be obtained in carcinoma of the lung, 
and when done early, the bronchoscopist and the 
thoracic surgeon share in the satisfaction ob- 
tained by the successful eradication of a malig- 
nant condition. 

Roentgen Ray Treatment (Dr. Leon J. Menville, 
Department of Roentgenology): My remarks 
shall be confined briefly to the treatment of pri- 
mary carcinoma of the lung by means of the roent- 
gen ray, and I shall not burden you with any phy- 
sical and technical factors. 


The mortality rate for primary carcinoma of 
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the lung is very high, and the results obtained 
from any type of treatment are not comparable 
with those of carcinoma in other parts of the body. 
It is interesting to note that the average duration 
of life, in untreated cases of carcinoma of the 
lung, from the time the diagnosis is established 
is very short. Paterson reported that in a series 
of 27 cases which had not been treated, the dura- 
tion of life was three and one-half months, while 
Leddy and Vinson, in a series of 71 proved cases, 
29 of which did not receive treatment, and all are 
dead, the average duration of life was a little 
more than five months. It would seem, therefore, 
that any form of treatment which will prolong 
life, and, perhaps, in a few instances, effect a cure, 
is highly desirable. There are two types of 
treatment presently advocated—surgery and _ir- 
radiation therapy. I believe that surgery in the 
hands of an expert surgeon will promise more in 
properly selected cases for probable cures than ir- 
radiation therapy. Irradiation therapy, however, 
also occupies an important position in the treat- 
ment of this disease. The selection of the type of 
treatment preferable in a given case should be de- 
termined by consultation between the surgeon, 
pathologist and radiologist. 


In treating cases of primary carcinoma of the 
lung, the radiologist is confronted with several 
problems. He must apply an effective dose to a 
growth which sometimes is highly resistant, which 
is not uniformly distributed and surrounded by 
delicate structures such as the lungs and heart. 
These structures are susceptible to injury, particu- 
larly the lungs. The extent of the disease, the 
type, and the grade of the tumor are all of im- 
portance. 


Personally, I have had but a limited experience 
in the treatment of this condition, and I shall 
briefly present the experience of others. 

1. Manges, of Philadelphia, reported 27 cases, 
22.2 per cent lived four years after treatment with 
the x-rays. 


2. Vinson and Leddy reported 42 cases treated 


with irradiation therapy, 23.8 per cent lived from 
one to four years. 

3. Herrnheiser reported 16 cases, 31.2 per cent 
lived five years. 

From the above report it would seem that the 
use of the x-ray in the treatment of primary car- 
cinoma of the lung has certainly prolonged life. 

It may be well in cases of primary carcinoma of 
the lung to give preoperative irradiation therapy, 
which may help to make the patient a better opera- 
tive risk, since the size of many of the tumors 
are made to become appreciably smaller and. 
again, the lymphatics, too small to be seen or felt 


at operation, will have received an adequate 
amount of therapy. 
It is my opinion that the use of irradiation 


therapy in primary carcinoma of the lung is prac- 
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tically limited in most cases to palliation, but this 
may range anywhere from relief of symptoms to 
retardation of the growth of the tumor up to sey- 
eral years and permit the patient to accept a re- 
munerative position. 

Technic and Results of Surgical Treatment (Dr. 
Alton Ochsner, Department of Surgery): Treat- 
ment of carcinoma of the lung, as in most cases 
of carcinoma elsewhere, consists of extirpation of 
the lesion together with the involved lymph nodes. 
In the case of the lungs this consists of a total 
pneumonectomy on the affected side with removal 
of the mediastinal lymph nodes. It is my opinion 
that lobectomy is not justified, because this pro- 
cedure does not permit adequate extirpation of the 
lesion and certainly does not permit the removal 
of the mediastinal regional lymph nodes. As ap- 
proximately 75 per cent of pulmonary neoplasia are 
in the hilar region and involving the main stem 
bronchi, removal of a single lobe obviously is not 
sufficient. 

Two methods of approach may be used. One 
is the anterior approach which consists of incision 
over the third rib followed by resection of the 
third rib opening the pleura through the bed of 
this rib. This is done ‘after preliminary pneu- 
mothorax, which has a twofold function: (1) It 
gives an adequate idea concerning the presence 
and extent of adhesions and in this way permits 
the operator to determine preoperatively the 
method of approach; (2) by collapsing the lung 
on the affected side it permits an adjustment in 
the cardiac reserve preoperatively without impos- 
ing a sudden increase on the heart due to com- 
pression of the peripheral pulmonary bed at the 
time of operation. In those cases in which the 
lesion involves primarily the upper lobe, the an- 
terior approach is the perferable one, whereas those 
eases in which the lesion is in the lower lobe, par- 
ticularly if there are many adhesions, the pos- 
terior approach is more desirable because it per- 
mits division of adhesions under direct observa- 
tion. After opening the pleural cavity an incision 
is made in the mediastinal pleura reflecting a flap 
of the pleura upward. In this way the hilar struc- 
tures, the pulmonary vessels, and the bronchus are 
isolated. Each structure is individually isolated. 
the vessels being doubly ligated and divided. The 
bronchus is divided high just beyond the bifurca- 
tion and is closed by means of interrupted silk su- 
tures. The entire group of mediastinal glands on 
the affected side are removed, and the lung re- 
moved in toto. Following individual ligation of 
the pulmonary artery and vein and closure of the 
bronchial stump by means of interrupted silk 
sutures, the mediastinum is closed by reapproxi- 
mating the mediastinal flaps. The thoracic wound 
is closed without drainage. 


In those cases in which the lesion involves pri- 
marily the lower lobe and particularly if there are 
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many adhesions, it is desirable to use the pos- 
terior approach of Crafoord. With the patient on 
the unaffected side, a long incision is made be- 
ginning posteriorly over the fourth rib and extend- 
ing down around the angle of the scapula and an- 
teriorly to end over the fifth rib. The thoracic 
cavity is opened, incising through the bed of the 
fifth rib and exposing the pleural cavity through 
a wide incision. Through this incision it is pos- 
sible to approach the hilar structures from behind. 
As in the anterior approach, an incision is made 
in the mediastinal pleura exposing the hilar struc- 
tures in the mediastinum. The approach is par- 
ticularly applicable on the right side, because of 
the difficulty which one encounters with the vena 
azygos and the relatively rigid bronchus as a pri- 
mary procedure. Following division of the bron- 
chus it is easier to isolate the pulmonary vessels. 
The approach is particularly applicable also in 
those cases in which there are adhesions between 
the lower lobe and the posterior and lateral 
pleurae. As in the anterior approach the hilar struc- 
tures are individually divided and ligated. The 
pleural wound is closed in a similar way, and the 
wound closed completely without drainage. 
Eighty-six cases of total pneumonectomy for 
neoplastic disease have been done, of which seven 
have been performed by me. The age incidences 
in the group are as follows: First decade, 4 per 
cent; second decade, 4 per cent; third decade, 6 
per cent; fourth decade, 14 per cent; fifth decade, 
3G per cent; sixth decade, 28 per cent, and seventh 
decade, 8 per cent. Seventy and five-tenths per 
cent of the cases with total pneumonectomy were 
in males and 29.4 per cent were in females. In 
54.7 per cent the left side was involved, whereas 
in 45.2 per cent the right side was involved. Of 


321 


interest is the type of neoplasm for which pneu- 
monectomy was done: 89.3 per cent were for pri- 
mary carcinoma, 6 per cent were for primary 
sarcoma, 3 per cent were for metastatic lesions, 
and 1 per cent was for benign tumor. Of the en- 
tire group of total pneumonectomies, including 
mine, the mortality rate was 63.9 per cent, the 
survival being 36 per cent. In my seven cases, five 
succumbed and two survived, one surviving two 
and a half years. The other one is still living 
only a few months after the pneumonectomy. 

The causes of death in the 86 cases were as fol- 
lows: Infection, 50 per cent; cardiac failure, 21 
per cent; hemorrhage, 15.7 per cent; thrombosis 
and embolism, 7.8 per cent; asphyxia, 2.6 per cent, 
and peritonitis, 2.6 per cent. The one case of 
peritonitis was a case of mine in which ten days 
after operation the patient developed peritonitis. 
Autopsy revealed a perforated intestine, the result 
ot gangrene of the bowel, which in turn was caused 
by mesenteric periarteritis nodosa which was in 
ne way related to the primary malignancy of the 
lung or the operation. Complete autopsy revealed 
a well healed mediastinal wound and no evidence of 
metastasis. 

I am of the opinion that individual ligation of 
the hilar structures is by far the better procedure. 
It is of interest that in those cases in which the 
technic was described, individual ligation gave a 
mortality rate of 64.5 per cent, whereas in those 
cases in which mass ligation was done the mor- 
tality rate was 83.2 per cent. 

A plea is made for the early diagnosis of pul- 
monary carcinoma in order that extirpation of the 
lung can be performed at a time when the lesion 
is relatively small and before extensive adhesions 
have occurred. 
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CALENDAR 


December Clinico-pathologic Conference, Touro 
Infirmary, 11:15 a. m. to 12:15 p. m. 
December Board of Directors, Orleans Parish 
Medical Society, 8 p. m. 

December Pathologic Conference, Hotel Dieu, 
8:15 p. m. 

December Eye, Ear, Nose and Throat Hospital 
Staff, 8 p. m. 

Radio Talk, Orleans Parish Medical 


Society, 8:45 to 9 a. m., W. D. S. U. 


Clinico-pathologic Conference, Char- 
ity Hospital and L. S. U. Medical 
Center, 2 p. m. 


December 


December 


Hutchinson Memorial Clinic Staff, 
8 p. m. 

Mercy Hospital Staff, 8 p. m. 
Clinico-pathologic Conference Touro 


December 


December 
December 


Infirmary, 11:15 a. m. and 12:15 
p. m. 

Election of Officers, Orleans Par- 
ish Medical Society. Balloting be- 
tween 10 a. m. to 12 noon; 2 to 5 
p. m., and 7 to 8:30 p. m. Annual 
dinner follows. 

Thirteenth Stanford E. 
Memorial Oration, 8 p. m. 
Eye, Ear, Nose and Throat Club, 


8 p. m. 
Radio Talk, Orleans Parish Medi- 
cal Society, 8:45 to 9 a. m., W. D. 
a. 

Clinico-pathologic Conference, Char- 
ity Hospital and L. S. U. Medical 
Center, 2 p. m. 

Touro Infirmary Staff, 8 p. m. 


December 


December Chaille 


December 


December 


December 


December 
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December I. C. R. R. Hospital Staff, 12 noon. 


New Orleans Dispensary Staff, 8 
p. m. 

Hotel Dieu Staff, 8 p. m. 

Charity Hospital Medical Staff, 8 
p. m. 

Radio Talk, Orleans Parish Medical 
Society, 8:45 to 9 a. m., W. D. S. U. 
Clinico-pathologic Conference, Char- 
ity Hospital and L. S. U. Medical 
Center, 2 p. m. 

Charity Hospital Surgical Staff, 8 
p. m. 

Clinico-pathologic Conference, Touro 
Infirmary, 11:15 a. m. to 12:15 p. 
m. 

Baptist Hospital Staff, 8 p. m. 
Radio Talk, Orleans Parish Medical 
Society, 8:45 to 9 p. m., W. D. S. U. 
Clinico-pathologic Conference, Char- 
ity Hospital and L. S. U. Medica!’ 
Center, 2 p. m. 

French Hospital Staff, 8 p. m. 


Clinico-pathologic Conference, Touro 
Infirmary, 11:15 a. m. to 12:15 p. 
m. 


L. S. U. Faculty Club, 8 p. m. 


December 16. 


December 19. 
December 20. 


December 21. 


December 21. 


December 21. 


December 22. 


December 27. 


December 28. 


December 28. 


December 28. 
December 29. 


December 30. 





During the month of November the Society held 
two regular meetings and one special meeting. 
At the regular meeting of November 14, the fol- 
lowing program was presented: 


Treatment of Headache with Theelin: Case Re- 
port 
By: Dr. Richard S. Crichlow 


The Historic Development and Modern Applica- 
tion of Artificial Fever. 
|g eee ; Dr. Upton Giles 
Discussed by Drs. Erwin Wexberg and Na- 
than H. Polmer, and closed by Dr. Giles. 
Peritoneoscopy 
By: Dr. Gordon McHardy 
Discussed by Drs. W. H. Meade, Warren 
Hebert and closed by Dr. McHardy. 
Dr. Oscar W. Bethea presented a new restrain- 
ing belt. 





A special meeting was called by the President 
and Board of Directors for Monday, November 21, 
to discuss the question of whether or not The Or- 
leans Parish Medical Society wanted a plan of 
medical service for the so-called low income group. 
This meeting was very well attended and it was 
voted to have the special committee continue. 





At the meeting of November 28, the following 
program was presented: 
Experiences and Comments on the Doctor in 
Court 


By: r. Isidore Cohn 
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Discussion by Dr. W. P. Bradburn. 
The Problem of Ulcerative Colitis 
oT!) =e a a 
Discussed by Drs. James T. Nix, Donovan C. 
Browne and closed by Dr. Levin. 
The following delegates to the Louisiana State 
Medical Society were elected for a term of two 
years: 


DELEGATES 
Dr. Shirley C. Lyons Dr. George H. Hauser 
Dr. Waldemar R. Metz Dr. James D. Rives 
Dr. C. Grenes Cole Dr. Edwin L. Zander 
Dr. Frank J. Chalaron Dr. Daniel J. Murphy 
Dr. Roy B. Harrison Dr. John Signorelli 
Dr. Leon J. Menville Dr. Paul G. Lacroix 
ALTERNATES 
Dr. John A. Lanford Dr. George D. Feldner 
Dr. Philip H. Jones Dr. Charles L. Cox 


Dr. H. Ashton Thomas’ Dr. Edward F. Bacon 

Dr. W. Rogers Brewster Dr. Roy W. Wright 

Dr. Isidore Cohn Dr. J. M. Perret 

Dr. M. M. Hattaway Dr. T. Hilman Oliphant 

The following doctors were nominated for of- 
ficers for 1939. Election of these officers will be 
held Saturday, December 10. Balloting shall take 

place between 10 a. m. and 12 noon; 2 and 5 p. 

m., and 7 and 8:30 p. m. Only members in good 

standing are eligible to vote. PLEASE PAY YOUR 

DUES NOW. 

NOMINATIONS 

PRESIDENT: Dr. Cassius L. Peacock. 
Endorsed by Drs. Frank J. Chalaron and 
Wm. H. Harris. 

FIRST VICE-PRESIDENT: Dr. Edmond L. Leckert. 
Endorsed by Drs. Roy B. Harrison, S. Hob- 
son, J. Kelly Stone, and Edwin L. Zander. 

SECOND VICE-PRESIDENT: Dr. Lucien A. Fortier. 
Endorsed by Drs. L. C. Chamberlain, Frank 
Chetta, W. A. Gillaspie, Daniel J. Murphy, 
Jerome E. Landry, P. B. Salatich, Ambrose 


H. Storck. 
THIRD VICE-PRESIDENT: Dr. Andrew F. Fried- 
rich. 


Endorsed by Drs. Geo. E. Barnes, Robert 
Bernhard, Pascal L. Danna and Waldemar 
R. Metz. 

SECRETARY: Dr. Gilbert C. Anderson. 
Endorsed by Drs. Thomas E. Clements, E. L. 
Leckert, H. C. Magee, and Walter J. Otis. 

TREASURER: Dr. Edwin H. Lawson. 
Endorsed by Drs. Elizabeth Bass, 
Chamberlain, and Edwin L. Zander. 

LIBRARIAN: Dr. Donovan C. Browne. 

Edwin H. Lawson and 


L. C. 


Endorsed by Drs. 
Shirley C. Lyons. 


ADDITIONAL MEMBERS BOARD OF 
DIRECTORS 
Dr. Henry B. Alsobrook. 
Frank J. Chalaron, W. 
Leckert. 


Endorsed by Drs. 
A. Gillaspie, and E. L. 
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Dr. George H. Hauser. Endorsed by Drs. C. 
Grenes Cole, Theo. F. Kirn, E. L. Leckert and 
Alton Ochsner. 

Dr. Shirley C. Lyons. Endorsed by Drs. Gilbert 
c. Anderson, Donovan C. Browne, and L. C. Cham- 
berlain. 





Following the election, the annual dinner of the 
Society will be held at Arnaud’s at 8:30 p. m. The 
members are urged to purchase their tickets from 
the chairman, Dr. H. B. Alsobrook, or from the 
secretary’s office. Tickets $1.25. 

The Board of Directors approved the action taken 
by the Charity Hospital Intern Staff in soliciting 
funds for portraits of Sister Stanislaus, and Drs. 
Rudolph Matas and George S. Bel. This honor 
is being conferred on these three individuals be- 
cause of their long service to the medical profes- 
sion. All members are urged to send in their small 
contribution of not more than one dollar to help 
make this a successful campaign. 


The following doctors were elected to active 
membership: Drs. Sam Bergman, Albert E. Casey, 
Chester S. Fresh, Joseph R. Kriz, Christopher L. 
Mengis and Rafael B. Riera. Dr. Claude J. Bord- 
enave was reinstated to active membership. Dr. 
R. W. Todd transferred his membership from 
Avoyelles to Orleans Parish. 

Dr. Don Julian Graubarth addressed the Bi-Par- 
ish Medical Society at Ferriday, Louisiana, October 
27, and the Parent-Teacher Association at Jones- 
boro, Louisiana, on October 26. On October 24 
Dr. Graubarth gave a refresher course in pedia- 
trics at Ruston. 





At a recent meeting of the Eye, Ear, Nose and 
Throat Club, Dr. E. Garland Walls was elected 
president, and Dr. William B. Clark, secretary- 
treasurer. 





Dr. Alfred Gage resigned as an active member 
to assume duties as one of the officers of the 
Medical Department of the Standard Oil Company 
in New York. 





Drs. Allan Eustis, John T. O’Ferrall and Roy E. 
de la Houssaye addressed the East Mississippi 
Medical Society at their meeting held October 12 
at Meridian. 





Drs. Edgar Burns and Chaille Jamison were 
guest speakers at the semi-annual meeting of the 
Eighth District Medical Society meeting in Alex- 
andria, October 17. 





Dr. John H. Musser was a guest speaker at the 
Interstate Post-Graduate Medical Assembly at 
Philadelphia, November 3, and the Philadelphia 
College of Physicians, November 7. 


Members of the society attending the quarterly 
meeting of the North Mississippi Medical Society 
and Extension Course in Syphilology given by the 
Division of Medical Extension of Tulane Universi- 
ty at the University of Mississippi, Oxford, No- 
vember 8 and 10, were: Drs. Conrad G. Collins, 
B. J. DeLaureal, Hiram W. Kostmayer, Maxwell E. 
Lapham, Francis E. LeJeune, Alton Ochsner, and 
M. T. Van Studdiford. 





Dr. I. M. Gage addressed the Sebastian County 
Medical Society in Fort Smith, Arkansas, November 
5, the title of his paper being, “Preoperative and 
Postoperative Treatment.” 





Dr. Charles C. Bass attended the meeting of the 
Association of American Medical Colleges in Syra- 
cuse, New York, October 24-27. 





Dr. Ansel Caine attended the Anesthesia Travel 
Club held in Madison, Wisconsin, and Rochester 
and Minneapolis, Minnesota, during the week of 
October 11, and the Anesthesia Research Society 
and the Association of Anesthetists of the United 
States and Canada in New York City, October 
16-21. 


Dr. Leon J. Menville attended the meeting of 
the Radiological Society of North America in 
Pittsburgh, November 27-December 3. 


Dr. Frederick F. Boyce has been certified by the 
American Board of Surgery. It is understood that 
Dr. Boyce is the first surgeon in Louisiana to be 
certified by examination. 


Dr. Jeanne Roeling-Hanley has been certified by 
the American Board of Otolaryngology. 


Dr. C. Gordon Johnson was recently appointed 
New Orleans surgeon of the Louisiana and Ar- 
kansas Railroad. 


Drs. James E. Bailey and Clarence P. May were 
appointed to the board of the Public Welfare De- 
partment of the New Orleans Council of Parents 
and Teachers. 


Dr. Guy A. Caldwell attended a meeting of the 
secretaries of the American Medical Association 
in Chicago, November 30-December 5. 


Drs. C. C. Bass and Ernest Carroll Faust attend- 
ed the meetings of the National Malaria Commit- 
tee, the American Society of Tropical Medicine 
and the American Academy of Tropical Medicine. 


The following members attended the recent meet- 
ing of the Southern Medical Association in Okla- 
homa City: Drs. Ruth Aleman, Charles C. Bass, 
Elizabeth Bass, Philip Bayon, Merrill C. Beck, 
Charles J. Bloom, Donovan C. Browne, Clyde 
Brooks, ‘Edgar Burns, Wiley R. Buffington, Guy 
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A. Caldwell, Maurice Couret, Joseph S. D’Antoni, Birth control 
Theodore J. Dimitry, Dean H. Echols, Ernest Car- Fracture of the shaft of the tibia 
roll Faust, Peter Graffagnino, Bela Halpert, Ben Ophthalmic nursing 
R. Heninger, James K. Howles, Edward L. King, Luetic ulcers 
F. E. Lamothe, John A. Lanford, Maxwell E. Lap- Vascular disease 
ham, Edwin H. Lawson, Maurice Lescale, A. L. Acute abdomen 
Levin, Lucien A. LeDoux, Randolph Lyons, J. T. Sulfanilamide 
O’Ferrall, Joseph W. Reddoch, W. C. Rivenbark, Hypotension 
J. D. Rives, Earl Conway Smith, Thomas B. Sel- Silicosis 
lers, Herbert J. Schattenberg, J. R. Schenken, H. Calcium in relief of pain 
V. Sims, Carroll Smithers, H. Randolph Unsworth, Chordotomy 
M. T. Van Studdiford, Fred K. Vaughan and Theo- Nervous imbalance in childhood 
dore H. Watters. X-ray therapy in cancer of prostate 
TREASURER’S REPORT ; a oe 
Actual book balance: 9/30/38: $3,745.59 Hotel Dieu (New Orleans): Collected Papers of 
Cetober credits: $ 325.56 the Staff, 1937. 
meee Surgeon-General’s Office: Index Catalogue, v. 3, 
Total credits: $4,071.15 Series 4, 1938. 
October expenditures: $ 600.88 American Type Culture Collection: 1938. 
— Andrews, G. C.: Diseases of the Skin, 1938. 
Actual book balance: 10/31/38 $3,470.27 DeLee, J. B.: Principles and Practice of Ob- 
LIBRARIAN’S REPORT stetrics, 1938. 
During October, 25 volumes have been added Bridges, M. A.: Dietetics for the Clinician, 1937. 
to the Library. Of these 9 were received by gift Hunter, R. H.: Aids to Embryology, 1938. 
and 16 from the New Orleans Medical and Surgical Gilbert, M. S.: Biography of the Unborn, 1938. 
Journal. New titles of recent date are listed be- Herman, Leom: Practice of Urology, 1938. 
low. Lasher, W. W.: Industrial Surgery, 1938. 
The Library has loaned to doctors, during Oc- Miller, Robert: Applied Anatomy, 1938. 
tober, 1,021 books and journals, or about two to Stepp, W.: Vitamins and their Clinical Applica- 
each member of the society. In addition, 1,049 tion, 1938. 
velumes have been loaned to students for overnight Hartwell, H. A.: What’s Wrong With Me?, 1938. 
use, making a total of 2,070 for the month. Winternitz, M. C.: Biology of Arteriosclerosis, 
These figures do not include the great use of 1938. 
books and journals within the Reading Rooms. Stewart, C. P.: Clinical Chemistry in Practical 


Members of the staff have collected material on Medicine, 1937. 
the following subjects: 

Surgical therapy of gonorrhea in the female 

Personal bibliography of D. C. Browne 

Anacidity Gilbert C. Anderson, M. D., 

Suspension laryngoscopy Secretary. 


Goodall, Alexander: Aids to Histology, 1938. 
Brenner, E. C.: Pediatric Surgery, 1938. 
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Louisiana State Medical Society April 24-26, 1939 Alexandria, La. 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 
District Date Place 
Second District Third Thursday of every month No Business Meeting 
in December. 
Parish Date Place 
East Baton Rouge Second Wednesday of every month Baton Rouge. 
East and West Feliciana First Wednesday in December Clinton. 
Orleans Second and fourth Monday of every month New Orleans. 
St. Tammany Second Thursday in December Slidell. 
DRIVE FOR MEMBERSHIP been notified, through the Secretary-Treasurer’s ot- 
fice, of the fact that dues for 1939 should be paid 
To the Members of the State Society: in December, 1938. The object of this is apparent 


The entire membership of the State Society has as the early payment of dues will give us a cor- 
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rect interpretation of the delinquencies throughout 
the state so that we may devote our activities and 
energies in localities contemplated to do us the 
most good. 


In our membership drive for 1938 we feel that 
we have accomplished a great deal. We have 
reached the largest numerical strength in the his- 
tory of our organization, and we have reason to 
believe that, with the concerted efforts of the 
Councilors and the officers of the district and 
parish organizations, we will be able to continue 
this progress in 1939. Therefore, it behooves us 
to insist upon our members attending to this de- 
tail as promptly as possible in order that we may 
survey the results and begin our activities to se- 
cure delinquent members for 1939 early. 

Through the cooperation of the various forces 
throughout the state, led by our President, Dr. 
O'Hara, the results obtained were possible, and it 
is therefore fitting and proper that this coopera- 
tion should continue so that we may more ade- 
quately bring the membership of the State Society 
to a status where it should rightly be. 

May we depend upon you for this cooperation? 


Yours for a successful 1939. 
P. T. Talbot, M. D., 
Secretary-Treasurer. 


HOTELS FOR STATE SOCIETY MEETING 


For the information of those who plan to at- 
tend the meeting of the Louisiana State Medi- 
cal Society in Alexandria, April 24-26, 1939, hotel 
accommodations as here listed will be available: 
Hotel Bentley: 300 rooms, all with baths, single 
$3.50 to $4.50, double $4.00 to $6.00; Rapides Ho- 
tel: 73 rooms, with bath $1.50 to $2.00, without 
bath, $1.25 to $1.50; Evangeline Hotel: 60 rooms 
with baths, $2.00 to $2.50. 


Reservations can be made direct with the hotel 
or by communicating with Dr. L. D. Gremillion, 
Chairman of the Hotel Committee, Alexandria. 


CONCORDIA-CATAHOULA BI-PARISH MEDICAL 
SOCIETY 


The Concordia-Catahoula Bi-Parish Medical So- 
ciety met in regular session October 27, 1938, at 
7:30 p. m., in the Sunday School Room of the 
Methodist Church, in Ferriday. When this society 
meets the first item is always a good dinner, and 
it should go without saying that the settings are 
always most pleasant. This meeting was our best 
this year. We had visitors from Natchez and three 
visiting speakers from Monroe, many miles away. 

Dr. J. B. Vaughan, Councilor of the Fifth Dis- 
trict, came over from Monroe, and with him was 
Dr. Don Julian Graubarth, a New Orleans pediatri- 
cian, who was presenting a lecture course in Rus- 
tion under the sponsorship of the State Medical 


Society and the State Board of Health. Dr. A. 
Scott Hamilton, orthopedist from Monroe, was al- 
30 present. 

Dr. Graubarth spoke on immunzations for chil- 
dren: when they should be given, and what re- 
sults might be expected of these agencies. Dr. 
Hamilton talked about the treatment of infantile 
paralysis in the home by the general practitioner, 
and ran an excellent film showing just how the 
patient is handled until he is about on the street 
again. Dr. Vaughan spoke on medical economics, 
not the generalized subject, but the every day 
economics of the average physician, drawing on 
his own long experience and that of his associ- 
ates for his subject matter. It was a timely and 
impressive talk and closed a very instructive and 
enjoyable evening. 


John Schreiber, M. D., Sec. 


OUACHITA PARISH MEDICAL SOCIETY 


The Ouachita Parish Medical Society had its 
regular meeting on October 13, 1938. Following 
routine reading of correspondence, which includ- 
ed pamphlets from the State Society relative to 
public health services in doctors’ offices and from 
the New Orleans Graduate Medical Assembly an- 
nouncing the meeting in February, 1939, Dr. M. W. 
Hunter presented an outline of a plan by the 
Red Cross to give group instruction in maternal 
and infant care. This was turned over to a com- 
mittee for consideration. 


An interesting paper with supplementary mo- 
tion pictures, entitled “Diabetes in Infancy and 
Childhood,” was read by Dr. P. H. Herron, Dr. D. I. 
Hirsch, who was to appear on the program, was 
absent. 

Dr. J. B. Vaughan moved that a committee be ap- 
pointed to write a letter to the hospital extending 
the sympathy of this society over the death of 
Sister Reginald. Motion carried. Dr. J. E. Wals- 
worth moved that a committee be appointed to 
study the Orleans Parish Public Welfare Plan as 
oultined in the September issue of ithe New Orleans 
Medical and Surgical Journal and report to this 
society. Motion seconded and passed. A second 
motion by Dr. Walsworth, that a special meeting 
be called October 20 to discuss the economic 
problems as we see them today, was carried. 


At the regular meeting of the Ouachita Parish 
Medical Society on November 3, Drs. McHenry and 
Simonton reported on six cases of proved strepto- 
coccal pneumonitis treated successfully with sul- 
fanilamide. Dr. Vaughan told of his own experi- 
ence in similar cases. 

Dr. Titche read a paper, entitled “X-ray Therapy 
of Acute and Chronic Otitis Media,” in which he 
reported 70 cases, with almost uniformly benefi- 
cial or curative results. 

A paper on the “Toxemias of Pregnancy” by 
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Dr. C. N. Johnson was read by the secretary. This 
paper had to do with the theories of causation and 
standard recognized treatment. 

Dr. C. P. Gray, Jr., reporting for the commit- 
tee appointed to report on the Red Cross Instruc- 
tion Plan, reviewed the plan. It was decided to 
take the matter up at the December meeting. Dr. 
Walsworth, reporting for the Welfare Plan Com- 
mittee, stated that a workable plan would be 
worked out by the next meeting and asked for sug- 
gestions. 





At a special meeting on November 14, called to 
formulate a workable plan to be carried out in con- 
junction with the Farm Security Administration, 
a general discussion was held by the eighteen 
members and two visitors (Drs. Wood and Cum- 
mins) present. 

A committee composed of Drs. Walsworth, Coon, 
and Murphy was appointed, and, by unanimous 
vote, the society agreed to abide by any plan which 
this committee, working with the FSA representa- 
tives, might agree upon. 

C. B. Flinn, M. D., Sec. 





RAPIDES PARISH MEDICAL SOCIETY 
The Rapides Parish Medical Society held its 
regular meeting at the Baptist Hospital in Alex- 
andria, Monday, November 7. The scientific pre- 
sentation by Dr. King Rand was a paper entitled 
“The Painful Breast.” 


J. A. White, Jr., M. D., Sec. 






SECOND DISTRICT MEDICAL SOCIETY 

The Second District Medical Society met at the 
home of Dr. J. E. Clayton, Norco, November 17, 
1938. The following members were present: Drs. 
Clayton, Herrin, Waguespack, P. A. Donaldson, 
Feucht, Parker, Sharp, George, Edrington, Gray; 
Silverman, Kopfler, Friedrichs and Clark. The 
guests were Drs. H. T. Simon, Louis Levy, W. H. 
Harris, P. T. Talbot, R. M. Willoughby and H. 
B. Alsobrook. 

Dr. Louis Levy presented an interesting paper 
entitled “Transfusion in Medical and Surgical 
Practice.” The paper was discussed by Drs. Silver- 
man, Edrington, Harris,’ Waguespack and Fried- 
richs, and a vote of thanks to the 
speaker for his presentation. 


was given 


Applications for membership in the society were 
received from Drs. J. J. Massony, P. P. LaBruyere, 
Jv., and Chester Fresh, and, being found in proper 
order, were accepted. 

Following the meeting, a most deiicious dinner 
was served by Mrs. Clayton. 

There will be no business meeting in December 
as Drs. Harrison, Alsobrook, Peacock and Harris 
will entertain the members of the society on the 
evening of December eighth. 

Fred S. Herrin, M. D., Sec. 
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TANGIPAHOA PARISH MEDICAL SOCIETy 

The regular meeting of the Tangipahoa Parish 
Medical Society was held on Thursday, November 
10, at the Casa de Fresa Hotel, with Dr. A. L. Lewis 


presiding. The following members were present: 
Drs. Lewis, Smith, W. T. Newman, A. J. Newman, 
Gautreau, Gates, Ricks and Thames. 

A representative of the Farm Security Admini- 
stration discussed their plan for financing medica] 
services for farm families who are receiving as- 
sistance from the FSA. The majority of those 
present voted in favor of this plan. 

Dr. H. Theodore Simon, a New Orleans ortho- 
pedist and member of the staff of Louisiana State 
University Medical Center, gave a very instructive 
talk on fractures of extremities with 
lantern slides and movie demonstration. 

Officers for 1939 will be elected at the next 
regular meeting. 


J. DeLoach Thames, M. D., Sec. 


excellent 





DOCTOR JOACHIM HONORED 

A much beloved and greatly admired physician, 
Dr. Otto Joachim, was paid tribute to on Friday, 
November 11, by the members of the New Orleans 
Eye, Ear, Nose and Throat Society. A dinner was 
given to Doctor Joachim, succeeding which he was 
presented with a gold pen and pencil. The oc- 
easion marked Doctor Joachim’s  seventy-fifth 
birthday and his fiftieth anniversary as a pioneer 
specialist in eye, ear, nose and throat work in New 
Orleans. 





THE NEW ORLEANS GRADUATE 
MEDICAL ASSEMBLY 


The Third Annual Assembly, February 6-9, will 
bring to New Orleans eighteen honor guests of na- 
tional reputation. Some of these speakers have 
been mentioned in a_ previous a ticle, namely, 
Ringer, Ebaugh, Heyd and Ravdin. 


The Section on Anesthesia will be presented by 
Dr. Harry James Shields of Toronto. Dr. Shields 
has been a member of the Anesthetic Staff of the 
University of Toronto and the Toronto General 
Hospital since 1915, and the chief anesthetist since 
1935. His presentations have been selected to be 
of general interest to all groups and are as fol 
lews: “A Consideration of Anesthetic Procedures 
in a Large Canadian Hospital” and “Spinal Anes- 
thesia as Practiced in the Toronto General Hos- 
pital.” 

Dr. William P. Wherry, Professor and Head of 
the Department of Otorhinolaryngology at the 
University of Nebraska College of Medicine, will 
place particular emphasis on what the general 
practitioner should know of the ear, nose and 
throat. A separate luncheon will be held for 
otolaryngologists, at which time Dr. Wherry will 
discuss “Deafness” and “Mandibular Joint Di 
seases.” 
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The Section on Pediatrics will have as their 
honor guest Dr. Frederick F. Tisdall. Dr. Tisdall 
is the Director of the Research Laboratories of 
the Hospital for Sick Children and Chairman of 
the Committee on Nutrition, Canadian Medical As- 
sociation. The titles of Dr. Tisdall’s presentations 
are “The Role of Nutrition in the Care of Your 
Patient” and “The Prevention and Cure of Vita- 
min and Mineral Deficiencies.” 

Dr. Arthur U. Desjardins, head of the Section 
on Therapeutic Radiology of the Mayo Clinic and 
Professor of Radiology in the Mayo Foundation, 
will present “The Radiosensitiveness of Cells and 
Some Medical Implication” and “Clinical Radio- 
therapy from the Standpoint of the Internist, Sur- 
geon, Pathologist and Radiologist.” 


The Clinical Pathological Conference will afford 
a satisfying opportunity for the diffusion of medi- 
cal knowledge. This conference will be conducted 
by the guest pathologist Dr. Wiley D. Forbus, and 
Dr. Cyrus C. Sturgis. Dr. Forbus is Professor of 
Pathology at the Duke University School of Medi- 
cine; Dr. Sturgis is Professor of Medicine, Uni- 
versity of Michigan Medical School and Director 
of the Department of Internal Medicine, University 
Hospital, Ann Arbor, Michigan. Dr. Sturgis is al- 
so Director of the Thomas Henry Simpson Memori- 
al Institute for Medical Research. In addition to 
conducting the Clinical Pathological Conference, 
Dr. Forbus will talk about “Variations in Mor- 
phological Reaction to Injury Considered in Rela- 
tion to the Determining Factors” and “The Clini- 
cal and Pathological Aspects of Chronic Pyelone- 
phritis.” The titles of Dr. Sturgis’ addresses are 
“The Menace and Treatment of Obesity” and “The 
Treatment of the Anemia of Pregnancy.” 

It will be noted from the topics already men- 
tioned, and also from future articles, that the 
program of the Assembly has been planned to 
meet the needs of all members of the profession, 
and particularly those in general practice. Al- 
though the subjects will be approached from spe- 
cialized viewpoints, the presentations will be of 
a strictly practical nature and of great value 
in keeping all groups abreast with medical pro- 
gress. 


THE CHRISTMAS SEAL SALE 


“The fight to control tuberculosis has become 
the fight to eradicate tuberculosis” in the words of 
Dr. Kendall Emerson of the National Tuberculosis 
Association, Dr. W. H. Seemann, the late Preside™t 
of the Tuberculosis and Public Health Association 
of Louisiana stated recently at the opening of the 
annual Christmas Seal Sale, funds from which 
finance the war against disease throughout the 
United States. This is the thirty-second consecu- 
tive year in which the nation-wide sale has taken 
place. 
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“With the funds raised by the sale of Christmas 
Seals,” Dr. Seemann pointed out, “tuberculosis as- 
sociations have been instrumental in creating a 
nation-wide machinery to combat the insidious 
sickness that for many years was the leading cause 
of death in the United States. 

“As a result of the use of comparatively small 
sums of money raised in thousands of local com- 
munities and of the educational campaign that has 
accompanied it, there are today in the United 
States 1,200 institutions, hospitals and sanatoria, 
providing 95,000 beds for the treatment of tubercu- 
losis patients. Over 10,000 public health nurses 
devote their energies to tuberculosis work. There 
are more than 1,000 clinics where men, women 
and children may go for advice and diagnosis. 
Well organized rehabilitation work is conducted in 
many parts of the country while medical research 
is making valuable contribution to our knowledge 
of the tuberculosis germ and its effects upon man- 
kind.” 

The public today knows much more about the 
prevention and treatment of tuberculosis than it 
did thirty years ago, Dr. Seemann stated, adding 
that because of this he did not consider tubercu- 
losis associations too optimistic in aiming for a 
low death rate which will one day approach the 
zero mark. 

“We have not made the progress in Louisiana 
that is shown in some other sections of the coun- 
try,” said Dr. Seemann. “Latest statistics show 
that with us tuberculosis is third, not seventh, as 
a cause of death. However, we are carrying on 
an intensive war along lines proved successful by 
National Tuberculosis Association and extending 
our program to additional communities of the state 
each successive year. 


“Our need at this time is to realize clearly exist- 
ing conditions in our individual communities, and 
the remedies that may be applied. The procuring 
ef funds necessary to that application must follow.” 

The Tuberculosis and Public Health Association 
of Louisiana has a state-wide organization which 
includes affiliated groups in 55 parishes. These 
are at present engaged in carrying on the 1938 Seal 
Sale. The New Orleans Tuberculosis Committee, 
Dr. John H. Musser, Chairman, is the local group in 
Orleans Parish. Miss Marietta Rocquet is Execu- 
tive Secretary at 701 Hibernia Bank Building. 

Headquarters for the state association are lo- 
cated at 535 St. Charles Street under the direction 
of Mrs. John M. McBryde, Executive Secretary. 


DIAGNOSTIC STANDARDS OF TUBERCULOSIS 

A “Tentative Edition of Diagnostic Standards,” 
for tuberculosis of the lungs and related lymph 
nodes, has just been issued in pamphlet form by 
the National Tuberculosis Association through its 
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Committee on Diagnostic Standards, appointed in 
1936 and headed by Dr. Fred H. Heise, Medical 
Director of Trudeau Sanatorium, Saranac, N. Y. 

Both primary and reinfection tuberculosis are 
described under the heading, “Pathogenic Develop- 
ment of Pulmonary Tuberculosis.” 

“It is not always possible on clinical and roent- 
genologic evidence to differentiate primary and 
reinfection tuberculosis,” says the committee. “It 
is important, however, to recognize the pathogenic 
plase in which a given lesion presents itself, since 
such knowledge is, within strict limitations, the 
safest available prognostic criterion.” 

The committee deals with the clinical course of 
tuberculosis correlated with pathologic 
tions. It continues: “The early pulmonary in- 
filtration, the most common early lesion of re- 
infection, and the precursor of most of the chronic 
and fatal tuberculosis in adults may apear at 
any age, but most frequently between eighteen and 
thirty or thirty-five (in negroes, a few years 
earlier). The onset may be symptomless, devoid 
of abnormal physical signs, and denoted only by 
the appearance in the roentgenogram of a soft, 
mottled or cloudy patch. Symptoms, when pres- 
ent, are constitutional: mainly fatigue, loss of 
energy and a small loss of weight; when more 
severe, they suggest grippe and the lesion may 
resemble grippal pneumonia.” 

Failure to find tubercle bacilli in the sputum 
does not rule out cavity, the report states. Excava- 
tion usually is the beginning of progressive pul- 
monary tuberculosis and prevention of closure of 
the cavity is the most important single feature 
of clinical recovery. Otherwise, contamination of 
other parts is inevitable. 


concep- 


The tuberculin test, x-ray evidence, the history 
of exposure, symptoms and clinical manifestations, 
physical signs and laboratory methods are in- 
cluded under the section, “Diagnosis of Tuber- 
culosis.” Constitutional and local symptoms are 
explained in detail. The extent of pulmonary 
lesions is explained in a descriptive summary, as 
are observations bearing on cases considered ar- 
rested or quiescent. 

A form for the description and classification of 
common thoracic lesions is included in the pamph- 
let. There are no important changes from former 
diagnostic standards in the sections on location 
and extent of lesions. 

The National Tuberculosis Association offers the 
pamphlet tentatively “in order that it may be tried 
out by clinicians and public health administrat- 
ors.” It welcomes comments from both specialist 
and general practitioner. This is the eleventh 
issue of “Diagnostic Standards.” The publication 
does not attempt to formulate new or original 
principles, but only to incorporate those which are 
already well established. 

, The committee includes, besides Dr. Heise, Dr. 
H. E. Kleinschmidt, Director of Health Education 
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of the National 
served as secretary; Dr. J. Burns Amberson, Jr,, 


Tuberculosis Association, who 
Tuberculosis Division, Bellevue Hospital, New 
York, N. Y.; Dr. G. Burton Gilbert, Secretary of 
the Colorado School of Tuberculosis, Colorado 
Springs, Colo.; Dr. R. H. Kanable, Superintend- 
ent of the Wyoming State Tuberculosis Sanatorium, 
Basin, Wyo.; Dr. John H. Korns, Bureau of Tuber- 
culosis, Department of Health, Cattaraugus 
County, Olean, N. Y.; Dr. F. M. McPhedran, Re 
search Department, Germantown Hospital, Ger. 
mantown, Penna.; Dr. Max Pinner, Chief of the 
Division of Pulmonary Diseases, Montefiore Hos- 
pital, New York, N. Y.; Dr. C. A. Stewart, Uni- 
versity of Minnesota Medical School, Minneapolis, 
Minn. and Dr. P. A. Yoder, superintendent of the 
Forsyth County Sanatorium, Winston-Salem, N. C. 

These booklets may be purchased from the 
Tuberculosis and Public Health Association of 
Louisiana. A nominal charge of five cents is 
charged to defray part of the expenses. The or- 
ganization is paying the additional cost in order 
that these very valuable booklets may be available 
te the physicians of the state. 





NEW MEMBERS 
The following new members have joined the 
Louisiana State Medical Society during the months 
of October and November: Drs. Orien E. Dalton, 
of New Iberia; Horace W. Boggs, of Shreveport; 
J. B. Montgomery, of Lafayette; C. J. Saloom, of 
Lafayette; Edwin H. Byrd, of Winnsboro. 





RADIO TALKS 

Louisiana radio listeners in all parts of the state 
are urged by Dr. J. A. O’Hara, State Health Offi- 
cer, to tune in on the weekly radio programs spon- 
sored by the American Medical Association, which 
were resumed for the 1938-39 season October 19. 
These programs will be heard at 1 p.m. (Central 
Standard Time) every Wednesday through stations 
of the Blue network of the National Broadcasting 
Company. They do not consist of health talks but 
are half-hour dramatizations, written and produc- 
ed by professional radio artists, with orchestra 
accompaniment. They are prepared on the basis 
of information furnished by the A. M. A. Bureau 
of Health Education. They are intended to supple- 
ment, dramatize and enrich health instruction in 
the schools, but not to take the place of classroom 
instruction, textbooks or project teaching. 


APPROACHING MEETING 
The Southern Section of the American Laryn- 
gological, Rhinological and Otological Society will 
meet in New Orleans, Saturday, January 14, 1939, 
at the Roosevelt Hotel. The meeting will start at 


9 o’clock in the morning and papers will be pre 
sented by prominent 
South. 
tend. 


otolaryngologists of the 
The profession is cordially invited to at- 
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SOUTHERN MEDICAL ASSOCIATION 

Members of the Louisiana State Medical Society 
attending the meeting of the Southern Medical As- 
sociation in Oklahoma City were: Drs. P. D. 
Abramson, W. H. Browning, H. G. F. Edwards, A. 
A. Herold, J. E. Knighton, R. T. Lucas, W. R. 
Mathews, C. P. Rutledge, R. L. Simmons, S. G. 
Wolfe, and J. R. Stamper, all of Shreveport; S. 
J. Couvillon, Moreauville; T. A. Dekle, Jonesboro; 
G. T. Gallaspy, A. S. Hamilton, R. J. Talbot, Mon- 
roe; M. T. Green, J. H. Wells, J. J. Bennett, J. E. 
Crawford, Ruston; R. U. Parrott, Ansley; H. T. 
Rogers, Winnsboro; R. R. Ward, Bogalusa; J. P. 
Davis, Lake Providence, D. W. Kelly, Oak Grove; 
W. M. McBride, Hodge; J. P. Sanders, Caspiana; 
Cc. O. Lorio, Baton Rouge; S. N. Nicholas, Oil City. 

RESIDENCY IN MEDICINE 

There is an opening for a man who would like 
to accept immediate residency in medicine at a 
salary of $100 a month in one of the hospitals in 
the state. He must have served a residency of 
at least one year to be available. Details may be 
obtained from the office of the Journal. 


SCIENTIFIC EXHIBIT 
AMERICAN MEDICAL ASSOCIATION 

Application blanks are now available for in the 
Scientific Exhibit at the St. Louis Session of the 
American Medical Association, May 15-19, 1939. 
Attention is called to the fact that the meeting 
is a month earlier than usual, and applications 
close January 5, 1939. Blanks will be sent on re- 
quest to the Director, Scientific Exhibit, American 
Medical Association, 535 North Dearborn St., Chi- 
cago Il. 


INFECTIOUS DISEASES IN LOUISIANA 
Dr. J. A. O’Hara, epidemiologist for the State of 
Louisiana, has furnished us with the weekly mor- 


bidity reports for the state, which contain the 
following summarized information: For the forty- 
first week of the year, ending October 15, the fol- 
lowing diseases occurred in numbers greater than 
ten: 89 cases of syphilis, 39 of pulmonary tuber- 
culosis, 28 of cancer, 27 of pneumonia, 19 of diph- 
theria, 18 of scarlet fever and 12 of malaria. For 
the next week, ending October 22, syphilis as 
usual led all reportable diseases with 95 cases, fol- 
lowed by 65 of measles, 54 of pulmonary tuber- 
culosis, 30 of diphtheria, 27 of cancer, 19 of typhoid 
fever, and 17 each of malaria and whooping cough. 
The typhoid fever cases were scattered pretty well 
throughout the state although eight were reported 
from Orleans Parish. A case of typhus fever was 
discovered in East Baton Rouge Parish, and one 
of undulant fever in Winn Parish. The following 
week, which came to a close October 29, showed the 
following principal reportable diseases: 65 cases of 
syphilis, 33 of pulmonary tuberculosis, 25 of diph- 
theria, 21 of cancer, 16 of pneumonia and 13 each 
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of malaria and scarlet fever. The next week, the 
important diseases listed were 77 cases of syphilis, 
44 of measles, 24 of gonorrhea, 21 of scarlet fever. 
20 of pulmonary tuberculosis, 16 of cancer, 14 of 
pneumonia and 11 of diphtheria. A patient with 
poliomyelitis was found in Tangipahoa Parish 
and one with smallpox in East Baton Rouge. For 
the week ending November 12, there was a brisk 
rise in the number of cases of syphilis, 282 being 
reported by the Bureau of Epidemiology. There 
followed 62 cases of measles, 26 of pneumonia, 24 
of cancer, 23 of scarlet fever, 21 of diphtheria, 17 
of whooping cough, and 14 of malaria. Another 
case of smallpox was listed this week, originating 
in Red River Parish this time. 


HEALTH OF NEW ORLEANS 


The Department of Commerce, Bureau of the 
Census, reports that for the week ending October 
8. there were 160 deaths in the City of New Or- 
leans, divided 104 white and 56 negro. Twenty of 
these deaths were in children under one year of 
age, with the racial distribution approximately 
the same. For the next week, which closed October 
15, there were 20 less deaths than in the preceding 
week, 140 of our citizens expiring, of whom 79 
were white and 61 negro. There were 19 deaths 
in children under one year of age of which the 
majority were negroes. When the week of Oc- 
tober 22 came to a close, there had been listed 
153 deaths in the city, of whom 90 were white and 
63 negro. The infant deaths were 18 in number, 
divided equally between the two races. For the 
week ending October 29, there was one less deaths 
than in the preceding week, six more in the white 
and seven less in the negro race. Infant deaths 
were 20 in number, divided 14 white and 6 negro. 


aE 
JOHN RAYMOND HUME 
(1884-1938 

The medical profession and medical school of 
Tulane has suffered a real loss in the passing of 
this distinguished Professor of Otolaryngology, a 
man who was recognized throughout the South 
as being one of the outstanding specialists in his 
field. 


Dr. Hume graduated from the University of In- 
diana in 1907 and in a few years migrated to New 
Orleans where he has spent the greater part of 
his active medical career. He has been a teacher 
in the Graduate School of Tulane, rising in steps 
from the position of Clinical Assistant to Assist- 
ant Profesor, ultimately to become head of the 
Department of Otolaryngology. His many friends 
and colleagues, as well as numerous patients, 
will miss their contacts with this bright, and 
cheerful medical man. 
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WOMAN'S AUXILIARY 
Louisiana State Medical Society 


President—Mrs. Frederick G. Ellis, Shreveport. 

President-elect—Mrs. S. M. Blackshear, New 
Orleans. 

First Vice-President—Mrs. C. A. Martin, Welsh. 

Second Vice-President—Mrs. A. G. McHenry, 
Monroe. 

Third Vice-President—Mrs. D. C. McBride, Alex- 
andria. 

Fourth Vice-President—Mrs. A. F. Hebert, New 
Orleans. 

Treasurer—Mrs. O. C. Rigby, Shreveport. 

Recording Secretary—Mrs. D. T. Milam, Monroe, 

Parliamentarian—Mrs. A. A. Herold, Shreveport. 

Corresponding Secretary—Mrs. C. B. Erickson, 
Shreveport. 


Historian—Mrs. W. P. Gardiner, New Orleans. 


AN EDITORIAL 

The following editorial is reprinted from the 
Journal of the Medical Society of New Jersey, 
August 1938, and the National News Letter of the 
Woman’s Auxiliary. It seems to be as appropri- 
ate for Louisiana as for New Jersey. 

“During the past year the Woman’s Auxiliary 
has demonstrated its usefulness. It has discovered 
the latent talent among its members, and has 
established itself as an essential division of The 
Medical Society of New Jersey. 

“1. The auxiliaries in some of the counties, 
notably Middlesex, have demonstrated their essen- 
tial usefulness as liason agents in arranging for 
addresses to be delivered before lay groups by 
local physicians assigned as speakers by the county 
societies. This is a project for which the auxili- 
aries are especially well fitted. 

“2. The auxiliaries are asking how they may 
promote research in local medical history. It is 
planned that this service shall be developed, so 
that a readable history of each county society may 
be compiled, to be published at the end of the year 
as a State Society project. 

“3. The exhibit of Arts and Medical History at 
the last annual meeting was the best that has yet 
been arranged. The collection of historical docu- 
ments and relics during the coming year will pro- 
vide abundant material for a still better exhibit 
at the 1939 annual meeting, when proper facilities 
will be provided for its display. 

“4. Plans are under development for a system 
of reporting the meetings of the county auxili- 
aries in a form which will appeal to physicians as 
well as members of the auxiliaries. 

“The Journal offers its facilities to develop the 
essential objectives of the Auxiliary so that its 
helpfulness to the medical societies will be recog- 
nized, and its help eagerly sought.” 


CALCASIEU PARISH 

The Calcasieu Auxiliary is meeting at lunch time 
downtown this year, instead of in the various 
homes in the afternoon. The program for the 
November meeting will consist of moving pictures 
taken in Alaska by Dr. and Mrs. G. E. Barham. 

We are entering a Yes and No Contest on the 
radio along with seven other women’s clubs in 
Lake Charles. There are several cash prizes. The 
programs are to be each Thursday night and will 
extend over a period of several months. 

We are taking a very special interest in the 
Doctors’ Library which has recently been started. 


Mrs. L. L. Di Giglia, 
Press and Publicity Chairman. 


ORLEANS PARISH 


The first meeting of the Woman’s Auxiliary to 
the Orleans Parish Medical Society was honored 
in having Dr. Shirley Lyons, President of The Or- 
leans Medical Society, as guest speaker. Dr. 
Lyons stressed the need for education on the vital 
question of the day to the medical profession, i.e., 
socialized medicine. He asked that we form a 
group to attend lectures on this subject so that 
we may talk intelligently about it and be able to 
defend our position and rights should the occasion 
arise. 

Mrs. Waldemar R. Metz has been appointed 
chairman of this newly formed committee, and a 
series of lectures open to our membership is sched- 
uled to begin on November 22. 


At our second monthly meeting the program was 
given over to the Safety Committee of which Mrs. 
Edgar Burns is chairman. There was a movie 
“Safety in Numbers,” also a speech, “Community 
Safety,” given by Mr. Sol Weiss of the New Or- 
leans Safety League with which our committee 
functions. As a part of this city-wide safety pro- 
gram our committee will place posters on the 
safety drive in all New Orleans schools. 


Mrs. S. M. Blackshear, 
Press and Publicity Chairman. 


OUACHITA PARISH 


A luncheon hour, which included, in addition to 
the serving of delicious viands, an interlude of 
conversation and an interesting program, was el- 
joyed by members of the Auxiliary to the Ouachita 
Parish Medical Society at the Lotus Club on Wed- 
nesday. The oval table in the dining room was 
aglow with beautiful chrysanthemums in all the 
autumn shades with tapers burning in their midst. 
The hostesses, presiding graciously during the 
luncheon hour, were Mrs. Leonard Shlenker, Mrs. 
H. Rogers, Mrs. J. H. Pankey and Mrs. Paul Her- 
ron. 

Mrs. Clifford Johnson, the president, introduced 
the speakers, Mrs. Joseph P. Brown, who reviewed 
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an article on Madame Curie written by her daugh- 
ter Eve Curie, and Mrs. Pracher, who real an in- 
teresting article from the medical magazine, 
Hygeia. 
A book was donated to the Monroe Library in 
memory of Mrs. Jessie Sadler. 
Mrs. R. W. O’Donnell, 
Press and Publicity Chairman. 


CADDO PARISH 
The Shreveport Auxiliary met in the home of 
Mrs. J. W. Norfleet in November. Since the first 
days of its organization the Shreveport group has 
each year had a program on peace. The speaker 
was Colonel Hollingsworth Barrett who brought 
a message profound in its analysis of the peace 
problem. Dr. J. M. Bodenheimer gave a resume 
of his work on the history of the Shreveport Medi- 
eal Society. Mrs. Peachy Gilmer discussed medi- 
cal current events. 
Plans for the Christmas Seal Sale were an: 
nounced by Mrs. J. R. Anderson. 


Mrs. C. B. Erickson, Chairman of the Pines Pre- 
ventorium Committee, outlined work for the year 
for her group and told of a Thanksgiving party 
to be given the children at the Preventorium. 


TRI-STATE MEETING 
TEXAS—LOUISIANA—ARKANSAS 
At the Tri-State Medical Society Meeting in 
Texarkana, in October, the Woman’s Auxiliary to 
the Bowie and Miller county medical societies 
entertained with a delightful luncheon at Hotel 
Grim, complimentary to Mrs. J. B. Crawford, of 
Little Rock, State President of the Arkansas Medi- 
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cal Auxiliary, and Mrs. F. F. Kirby of Waco, State 
President of the Texas Medical Auxiliary, and Mrs. 
F. G. Ellis of Shreveport, State President of the 
Louisiana Medical Auxiliary. The luncheon table 
was beautifully decorated for the occasion. After’ 
the invocation by Mrs. L. H. Lanier, Mrs. Roy 
Baskett, president of the local society, presided 
and introduced the visitors from Texas, Arkansas 
and Louisiana. Mrs. Reavis Pickett, program 
leader, conducted a clever contest in which the 
prizes were won by Mrs. Ruel Robbins and Mrs. 
C. R. Gowen (Shreveport). 

Mrs. F. G. Ellis gave greetings from the Louisiana 
Auxiliary and Mrs. J. B. Crawford, of Little Rock, 
gave an interesting talk on “Why We Are Inter- 
ested in Auxiliaries.” Mrs. F. F. Kirby gave a 
brief talk on “How Doctors’ Wives Can Help Pro- 
mote Health Education.” 


Mrs. H. E. Murry, wife of the President of the 
Tri-State Medical Society, entertained with a de- 
lightful coffee Thursday morning at her home, 
1700 Beech street, in honor of the women visitors 
who accompanied their husbands to the conven- 
tion. 

Among the honored guests were the three state 
presidents of the medical auxiliaries of Louisiana, 
Arkansas and Texas. The house was beautifully 
decorated with roses in the living room, daisies 
in the music room, and yellow chrysanthemums in 
the dining room. Mrs. R. H. T. Mann and Mrs. 
S. A. Collom presided at the table. 


Respectfully submitted, 
Mrs. Robert T. Lucas, 
Press and Publicity Chairman. 





BOOK 


The Troubled Mind: By C. S. Bluemel, M. D., F. 
A. C. P., M. R. C. S., (Eng.). Baltimore, The 
Williams and Wilkins Company, 1938. Pp. 520. 
Price $3.50. 

This work represents a sincere effort to acquaint 
the reader with the various forms of personality 
disorders which the medical practitioner is likely 
to encounter. The subject matter is well arranged 
and divided into eight parts, namely: (1) Fixed 
Ideas and Reactions; 2) Psychoneurosis—Its Mani- 
festations; (3) Psychoneurosis—Its Nature and 
Causes; (4) Traumatic Hysteria; (5) Clinical 
Types of Inhibition; (6) Sundry Disorders (in- 
cluding eneuresis, migraine, epilepsy, stammering, 
alcoholism, and drug addiction); (7) Mental Ill- 
nesses (including the major psychoses) and final- 
ly, (8) a Closing Comment. 

The book appears to suffer for the most part 
from too much case material. Each chapter is 
filled with abstracted case histories, their number 
being far in excess of that required to illustrate 
the various points which the author has in view. 


REVIEWS 


The reviewer feels that fewer case histories and 
more explanation of the processes involved in the 
production of the various symptoms which the 
troubled mind exhibits would greatly improve the 
book. The author is inclined to separate psy- 
chiatry too far from general medicine. For ex- 
ample in one paragraph in discussing the human 
personality he states: “The physician studies 
his patient piecemeal when he examines his 
heart, lungs, and abdomen. He considers the 
functions of related parts when he investigates 
the patient’s digestion, circulation and metabo- 
lism. Seldom does he regard the patient as 
a whole, as an individual who is something more 
than an assemblage of organs. This study has 
fallen rather to the lot of the psychologist and 
psychiatrist.” The reviewer strongly disagrees with 
the above description of the modern physician. 
Every practitioner of medicine, psychiatrist or 
otherwise, considers his patient as a functioning 
whole. The modern physician does not treat di- 
seased hearts, lungs, or brains, but diseased pa- 
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tients with dynamic personalities, ever striving 
for various forms of adjustment, with various physi- 
cal factors always playing a role in this process. 
Current medical teaching is ever striving to con- 
vince the student that he must look upon his pa- 
tient as a totally organized and totally integrated 
whole, to be studied always as such, and at no time 
to be studied piecemeal. 


The author’s treatment of the major psychoses 
is much more excellently handled than are the 
minor disorders. His description of the nature and 
origin of the seemingly bizarre behavior of the 
schizophrenic is splendidly done, and every student 
of medicine will gain a more thorough understand- 
ing of this phase by reading this chapter. To 
the reviewer, Dr. Bluemel’s description of “The 
Public Lunatic,” cannot be surpassed. He brings 
forcibly to our eyes the evils which society often 
suffers from the hand of the psychopath outside 
of the state hospital. The elated evangelist, the 
healers, prophets, the pathologically aggressive 
political “bosses,” all are shown in their true light 
by a psychiatrist who has an excellent insight into 
both the psychopathology of mentally diseased in- 
dividuals and the psychopathology which besets 
our political, economic, and religious life. 

Too much case material makes the book rather 
cumbersome. Aside from this it constitutes en- 
joyable reading and can especially be recommend- 
ed to those interested in the subject as a conserva- 
tive treatise of the variouS mental ills which cur- 
rently beset us. 

JoHN W. Bick, M. D. 





Injection Treatment of Varicose Veins and Hemor- 
rhoids: By H. O. McPheeters, and James Kerr. 
Philadelphia, 1938. Pp. 315. Price $4.50. 


In this volume, there is first a brief review of 
the anatomy, embryology and physiology of vari- 
cosities. The discussion of the pathologic physi- 
ology is excellent and quite unique. 

The value of the various tests, commonly applied 
in varicose veins, is estimated and their clinical 
application explained on a physiologic basis. The 
multiple tourniquet test, as described by Ochsner 


and Mahorner, for determining selective regions 
of effective ligation has unfortunately been 
omitted. 


The injection treatment of hemorrhoids, as de- 
scribed in this text, is well worth reading. A brief 
survey of the anatomic, physiologic, and etiologic 
facts is well appreciated. One cannot but agree 
with the author who states, “The injection method 
is valuable but not every case of internal hemor- 
rhoid can be cured in this manner, and this fact 
should be recognized by any physician who ex- 
pects to use it intelligently.” He estimates that 
twenty-five per cent of internal hemorrhoids can 
be treated by injection alone; twenty-five percent 
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are surgical, and fifty per cent should be treated 
by injection and surgery. 

The indications and contraindications of injec- 
tion treatment are well described, and the limited 
value of injection therapy is correctly estimated, 


L. S. CHARBONNET, JR., M. D. 


A Short Story of Cancer of the Breast and Cancer 
of the Utcrus: By Marion Ellsworth Ander- 
son., M. D. Clinton, Iowa, Author, 1938. Pp. 
63. (No price given). 

M. E. Anderson’s 63 page booklet briefly mentions 
the two theoretical causes of cancer, that is 
embryonal cell rest and intensive pressure. He 
enumerates the various treatments, stressing the 
importance of early diagnois and early surgery, and 
emphasizing that x-ray and radium therapy should 
be entrusted to the hands of experts only. 

The booklet contains several plates of gross path- 
ologic specimens of cancer of the breast and uterus, 
borrowed by special permission of the respective 
authors and publishers. 

ApoLpn JAcoss, M. D. 


Tuberculosis Among Children and Young Adults: 
By JJ. Arthur Myers, Ph. D., M. D., F. A. C. P. 
Springfield, Charles C. Thomas, 1938. Pp. 401. 
Price $4.50. 


The study of the diagnosis and treatment of 
tuberculosis has shown such tremendous advances 
in recent years that the second edition of a book 
after a period of eight years, especially from the 
pen of one of our foremost phthisiologists, means 
virtually a new book. Such, in fact, is the present 
volume. The author has rewritten many chapters 
and added new material, much of which is the final 
word on the subject. He stresses especially the 
great importance of the early diagnosis in the mod- 
ern concept. The close and serious relationship 
between the first and second infections are re-em- 
phasized and reiterated as in all of Myers’ publica- 
tions. Chapter I, entitled “Recent Progress in 
Tuberculosis and Its Practical Application in Dias- 
nosis, Treatment and Prevention,” is an excellent 
summary of the subject and, in itself, well worth 
the presence of a second edition. Dr. Myers’ style 
is lucid, direct and simple. He presents his thesis 
in a fashion designed to hold the reader’s interest. 
One may learn much from this serious and sincere 
leader by reading his book. It cannot be too highly 
recommended. It is authoritative, modern and cor- 
rect. I. L. Rogpsrns, M. D. 





Alcohol: One Man’s Meat: By Edward A. Strecker, 
A. M., M.D., Se. D., and Francis T. Chambers, 
Jr. New York, Macmillan Company, 1938. PP. 
230. Price $2.50. 


This magnificent and outstanding book contains 
a wealth of material and is the work of an eminent 
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American psychiatrist and his associate therapist. 
Their practical familiarity with the subject is evi- 
denced in their cleverness in weighing and evaluat- 
ing the social psychic and physical factors which 
ecnstitute the syndrome of altoholism. 

The authors believe alcoholism is the result of 
attempted escapes from situations which demand 
more emotional maturity and control than the ad- 
dict can bring to bear in dealing adequately with 
the responsibilities, burdens and decisions of life. 
They say “the abnormal drinker is the person who 
cannot face reality without alcohol and whose ade- 
quate adjustment to reality is impossible as long 
as he uses alcohol.” 


In the text it is said that some alcoholics can be 
cured; many not. Also appears the statement that 
an abnormal drinker is cured as long as he never 
again takes anything to drink. One is told that 
the doctor must believe in his patient and the patient 
must be willing to help himself. It is shown that 
the treatment is time consuming and necessarily 
expensive. 


The book, which has been attractively produced 
by the Macmillan Company, closes with this para- 
graph: “We feel that the most satisfactory treat- 
ment of alcoholism consists of an intensive psycho- 
logical-re-educational approach, reinforced by a sen- 
sible correction of physical damage, and particular 
attention to a carefully considered nutritional pro- 
gram.” 


C. P. May, M. D. 


Applied Anatomy: Functional and Topographical: 
By Robert H. Miller, M.D. Philadelphia, Lea 
and Febiger, 1938. Pp. 484. Price $6.50. 


This book is a commendable attempt to present, 
for the regions and organs of the human body, some 
fundamental anatomic information amplified by in- 
structive and interesting facts which the author 
has gleaned from physiology and comparative an- 
atomy. In each case practical implications are 
noted for surgery and less often for medicine, with- 
out involving the subject matter in what is ordin- 
arily a part of surgical anatomy texts. 

Following a consideration of the skin and its ap- 
pendages and a somewhat discrepant chapter on 
muscles, the author deals in orthodox manner with 
the body regions and their component structures. 
The conventional remissness of a consideration of 
the brain as well as the lack of embryologic data 
is regrettable, but does not depreciate the value of 
the book. 

To each chapter is appended a list of references 
to the extensive source material authenticating the 
frequent quotations in the body of the chapter. 

The illustrations, gathered from various sources, 
were selected with what appears to be expediency 
rather than aptness. 
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The book is recommended to students and doctors 
who prefer their anatomical data garnished with 
extraneous but interesting information, apparently 
designed to make these data more agreeable. 


Charles Midlo, M.D. 


Aids to Embryology: By Richard H. Hunter, M. 
D., M. Ch., Ph. D. Baltimore, William Wood 
& Company, 1938. Pp. xiii+178; figs. 44. Price 
$1.25. 


First published in 1928, this book has demon- 
strated its popularity by passing through one re- 
printing and two editions within the last six 
years. It is based upon lectures of the author be- 
fore students preparing for the second profession- 
al examination in medicine at Queen’s University, 
Belfast. The volume, as is true of the whole “Stu- 
dents’ Aid Series” in which it appears, is designed 
as a compend to facilitate review of the subject. 
The descriptive style is simple and direct, the ma- 
terial well chosen. 


HARoLp CUMMINS, Ph. D. 


Industrial Surgery: By Willis W. Lasher, M. D., 
F. A. C. S. New York, Paul B. Hoeber, Inc., 
1938. Pp. 423. Price $6.00. 


The work covers most of the problems of the 
industrial surgeon, and is extremely readable. 
Many case histories are quoted in order to em- 
phasize the author’s opinion, and the principles 
of treatment recommended are sound. 

In the preface, the following significant state- 
ment is found: 

“Let us, then, consider the differences between 
private practice and industrial work. In private 
practice, two parties are concerned, the patient 
and his physician (occasionally relatives and 
friends enter into the picture). In industrial 
work, however, the employer, his broker, his in- 
surance carrier, the patient’s attorney, his union 
representative, the labor commission, the judge 
and the jury, are all vitally interested. Matters 
concerning the cause of the condition, the exact 
diagnosis, the treatment, prognosis and the end- 
results, all have to be explained in terms which 
are easily understandable to those having little 
or no medical knowledge. Vague theories are 
not acceptable; one must adhere to the underly- 
ing pathology, employ recognized clinical and 
pathologic tests and render a frank and im- 
partial opinion. To assume that industrial sur- 
geons study and treat their patients in a casual 
or superficial manner is entirely erroneous. 
Basic anatomic and physiologic considerations 
necessarily enter into the formulation of opin- 
ions and the giving of expert testimony.” 

No one book has yet been written which covers 
the entire field of industrial surgery, for in it are 
included not only surgical but medical and medico- 
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legal problems as well, and the best methods of 


treatment change with the advancement of science. 
In many ways this surgery is more exacting than 
private practice: records must be abundant and 
accurate; the prognosis must be given within a 
few days after the accident in order that a 
monetary residue may be set aside, malingering 
must be detected and the physician must be pre- 
pared to back up his judgment on the witness 
stand. No knowledge comes amiss, and the re- 
viewer believes that this book will add substanti- 
ally to the library of any physician interested in 
this department of medicine. 
Epwarp A. FicKLeN. M. D 


The Practice of Urology: By Leon Herman, B. S., 
M. D. Philadelphia, W. B. Saunders Co., 1938. 
Pp. 923. Price $10.00. 

The author most properly states in the intro- 
ductory sentence of the preface, “a practical trea- 
tise on diseases of the urogenital system.” As in- 
tended it is adapted for the general practitioner 
and beginner in urology more so than for the sur- 
geon. 

The manner in which the author covers the dif- 
ferential diagnosis is of inestimable value to one 
using a text in his daily diagnostic work. The 
text is replete with illustrative drawings and photo- 
graphs. 

Considerably more space is given to gonorrhea 
and genito-urinary calculi than is usually found in 
the general textbook on urology. More detail in 
treatment, both medical and surgical technic, 
would have added greatly to the value of the text. 

Monror Wo tr, M. D. 


Riography of the Unborn: By Margaret Shea Gil- 
bert. Baltimore, The Williams and Wilkins 
Company, 1938. Pp. x+132; figs. 36. Price 
$1.75 

“Biography of the Unborn” is a thousand dollar 
prize winner in a contest sponsored by the pub- 
lishers for the “best book on a scientific subject 
for general reading.” It is significant, since the 
book is designed for the general reader, that the 
judges of the award included only non-medical 
men—a professor of education, a librarian and 
three editors. That the work has high merit might 
be anticipated: It has withstood the ordinary 
severities which attend such selections, and the 
appeal of its content to the reader unfamiliar with 
the subject is shown in the judgments of the non- 
medical committee on award. The book actually 
meets this expectation. Any reader who has suf- 
ficient intelligence and curiosity to be interested 
in human development may be assured that here 
is the essential story of that development, told in 
an. interesting way and in terms which he can 
understand. The author is to be commended, not 
alone for making available a book of this char- 
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acter, but for her success in reducing a complex — 
subject to such compact and simple form. ‘ 


The arrangement of the material is well planne < 
Introduced by a chapter which is devoted to the 
sex cells and their union in the process of fertilk — 
zation, successive chapters deal with the main de 3 
velopmental events occurring during each of the 
months of gestation, followed by a chapter on the 
principles of parturition and a preview of the — 
important structural changes of early infancy. The a 
concluding chapter deals with the factors under 
lying the production of twins, variations and mak 
formations. There is a good glossary. 


HAROLD CUMMINS, Ph. D. 
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